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A CONTRIBUTION 

TO THE 

SURGERY OF THE UTERUS. 

By J. BLAND-SUTTON, F.R.C.S. 


This communication is concerned with the con¬ 
sideration of fifty consecutive cases of hysterectomy 
performed between January 19th, 1903 (when I 
resumed hospital work after my usual winter holi¬ 
day), and February 19th, 1904. The operations 
may be of interest as indicating the widened scope 
of hysterectomy, and some of the cases possess 
features which lead me to think they will interest 
other surgeons. 

The clinical records are very briefly summarised 
in the table by simply representing the initial letter 
of the patient’s name, her age, social state, and the 
conditions which rendered the operation necessary. 
The date of the operation is given to facilitate 
reference to the hospital books. The facts,on which 
the table is based were kindly drawn up for me by 
Dr. Provis, lately Registrar but now Physician to 
out-patients at the Chelsea Hospital for Women, 
and Dr. Victor Bonney allows me to state that he 
has verified the references in regard to the cases 
treated in the Middlesex Hospital. 

I intentionally restrict collective reports of this 
kind to hospital work, because critics can, if they 
wish, test their accuracy by consulting the hospital 
records. This is, of course, impossible in private 
work, besides being a breach of confidence to pub¬ 
lish records relating to private patients in such a 
way as to lead to their identification. 

The pathological conditions for which hysterec¬ 
tomy was required fall easily into the following 
groups: 

Cancer 5, fibroids 37, fibrosis of the uterus 6, 
adenomyoma 1, prolapse of the uterus 1. 
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A Consecutive Series of Fifty successful Hysterectomies 
performed at the Middlesex Hospital and the Chelsea 
Hospital for Women from January lgth, 1903, to 
February igth, 1904. 

1. Miss B., aet. 49, fibroid. Profound anaemia, January 
19th, 1903. 

2. Mrs. M., aet. 33, fibroid. Haemorrhage and pain, 
January 19th, 1903. 

3. Miss C., aet. 44, fibroid. Haemorrhage, January 19th, 
1903. 

4. Mrs. P., aet. 49, adenomyoma (Fig. 4), January 26th, 

>9°3- j 

5. Mrs. S., aet. 45, fibroid. Haemorrhage, February 2nd, 
'i 9 <> 3 - 

6. Mrs. K., aet. 35, a very large fibroid, March 2nd, 
1903. 

7. Mrs. A., aet. 35, fibrosis. Menorrhagia, March 2nd, 
1903. 

8. Miss W., aet. 48, fibroids. Haemorrhage, March 9th, | 

I903- | 

9. Miss C., aet. 48, fibroids. Haemorrhage, March 16th, 

19 ° 3 - ! 

10. Mrs. C., aet. 52, fibroid. Haemorrhage, April 6th, 1 
1903. 

11. Mrs. V., aet. 35, fibroids (? sarcoma), April 13th, 
1903. 

12. Miss P., aet. 45, large and rapidly growing fibroid, 

April 13th, 1903. | 

13. Miss H., aet. 35, fibroids. Haemorrhage, April 20th, 1 

1903. 

14. Mrs. C., aet. 38, fibroids. Profound anaemia, May 
4th, 1903. 

15. Mrs. H., aet. 53, fibroids. Bilateral ovarian cysts, 
May nth, 1903. 

16. Mrs. C., aet. 37, fibroids. Bilateral pyosalpinx, 
May nth, 1903. 

17. Mrs. B., aet. 43, fibrosis. Profuse menorrhagia, 
May 25th, 1903. 

18. Miss B., aet. 49, fibroids. Profuse menorrhagia, 
June 1st, 1903. 

<19. Mrs. S., aet. 54, fibrosis. Menorrhagia, June 15th, 
1903. 

20. Miss H., aet. 45, fibroids, very large, July 6th, 1903. 

21. M iss K., aet. 47, fibroids, very large, July 7th, 1903. 

22. Miss P., aet. 52, fibroids, very large, July nth, 
1903. 

23. Mrs. E., aet. 37, fibroids. Haemorrhage; cyst of 
right ovary, July 27th, 1903. 

24. Miss C., aet. 46, cancer of body of uterus, August 
3rd, 1903. 

25. Miss N., aet. 53, fibroids and cancer of the body of 
uterus, August 13th, 1903. 

26. Mrs. F.,aet. 46, fibroid and ovarian dermoid, August 
17th, 1903. 

27. Mrs. R., aet. 51, fibroids. Haemorrhage, August 

20th, 1903. i 

28. Miss S., aet. 47, fibroid, degenerating. Haemor¬ 
rhage, September 7th, 1903. 


[ April 20,1904. 


29. Mrs. F., aet. 45, fibroid, degenerating. Haemor¬ 
rhage, September 7th, 1903. 

30. Miss J., aet. 42, fibroid. Profound anaemia, Sep¬ 
tember 7th, 1903. 

31. Mrs. P., aet. 24, septic endometritis, September 7th, 
1903. 

32. Mrs. T., aet. 49, fibroid. Cancer of tube (Fig. 2), 
September 14th, 1903. 

33. Mrs. C., aet. 32, fibroid. Haemorrhage, September 
14th, 1903. 

34. Mrs. S., aet. 31, fibroid. Haemorrhage and degene¬ 
ration, September 21st, 1903. 

35. Mrs. G., aet. 44, fibrosis. Haemorrhage, September 
28th, 1903. 

36. Miss B., aet. 40, fibroid. Profound anaemia, Oc¬ 
tober 19th, 1903. 

37. Miss L., aet. 23, cancer of cervix. Panhysterec¬ 
tomy, November 2nd, 1903. 

38. Mrs. M., aet. 33, fibrosis. Suspected to be cancer 
of cervix, November 9th, 1903. 

39. Mrs. D.-S., aet. 38, fibroid, very large. Dermoid, 
November 16th, 1903. 

40. Miss L., aet. 44, fibroid, large and growing, Novem¬ 
ber 23rd, 1903. 

41. Miss B., aet. 38, fibroid. Profound anaemia, No¬ 
vember 30th, 1903. 

42. Mrs. G., aet. 34, prolapsed uterus. Vaginal hys¬ 
terectomy, December 14th, 1903. 

43. Miss F., aet. 47, fibroids. Pain, January nth, 1904. 

44. Miss P., aet. 53, cervix fibroid. Retention of urine, 
January nth, 1904. 

45. Miss A., aet. 59, cancer of body of uterus. Pan¬ 
hysterectomy, January 18th, 1904. 

46. Mrs. S., aet. 37, fibroids, septic. Panhysterectomy, 
January 18th, 1904. 

47. Miss H., aet. 49, cervix fibroid, January 25th, 1904. 

48. Mrs. S., aet. 36, cancer of the body of the uterus. 
Vaginal hysterectomy, February 1st, 1904. 

49. Mrs. R., aet. 52, fibroids. Haemorrhage, February 
8th, 1904. 

50. Mrs. C., ?et. 42, profuse menorrhagia, February 
15th, 1904. 

(Cases 23—27 inclusive were performed at the Middlesex 
Hospital; the remainder at the Chelsea Hospital for 
Women.) 

Cancer of the uterus .—There were five cases of 
this disease : one arose in the cervix, and four were 
primary in the corporeal endometrium. The most 
notable was Case 37, a patient with cancer of the 
cervix at the early age of twenty-three years. Before 
the operation was performed I excised a piece of 
growth and submitted it to the Clinical Research 
Association, thinking it might turn out to be a case 
of tuberculosis of the cervical endometrium. 
Microscopically it proved to be columnar-celled 
carcinoma. I removed the uterus, ovaries, tubes, 
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and broad ligaments completely by the abdominal i 
route. I subsequently had the advantage of an 
independent microscopic examination of the growth 
from Dr. Foulerton, who had no doubt that it was 
a columnar-celled carcinoma, and I examined it on 
my own account with the same result. With regard | 
to the cases of cancer of the body it is somewhat j 
unusual to find so large a proportion as four among I 
fifty hysterectomies. One case (No. 25) was com- j 
plicated with fibroids, and in No. 48 the uterus j 
was practically converted into a cancerous sac 
which discharged a foetid fluid rendering the patient’s 
life unbearable. 

These five cases are interesting to me as showing 
how undesirable it is to fix rules in regard to par¬ 
ticular methods of operation. In a general way one 
may say that in cancer of the cervix it is usual and 
in many instances better to remove the uterus by 
the vagina, and this is my usual practice ; in cancer 
of the body it is, on the whole, a good plan to 
carry out abdominal hysterectomy for two reasons : 
—(1) Cancer of the body of the uterus occurs 
chiefly though by no means exclusively in spinsters 
and sterile married women, in whom the narrow 
vagina affords a limited access; and (2) every | 
effort should be made to thoroughly remove the | 
Fallopian tubes and adjacent sections of the 
broad ligaments. I 

In the patients under consideration I found it ! 
necessary to remove the largest uterus by the 
vaginal route because it was practically a sac of 
pus; and for the smallest uterus, an exceedingly | 
atrophic organ m a spinster aged fifty-nine, I per- ! 
formed abdominal hysterectomy on account of the 1 
extreme narrowness and length of the vagina. 

Cancer of the body of an atrophic uterus is a 
particularly insidious disease, but in my experience 
it gives excellent results to radical treatment. In j 
the case in this list I was in a fortunate position, 
because she came under my care from Oxford with j 
a diagnosis established by a careful microscopic 
examination of fragments of the growth removed 
by the curette (Case 45). 

The small proportion of patients on whom hys¬ 
terectomy was performed for cancer of the cervix 
is due to the extreme care with which I select the cases 
for operation. It is very hopeless and disheartening 
to let a woman pass through a serious operation 
like vaginal hysterectomy, and then to find that 
the disease has recurred within a few months of her 


operation or even during the convalescence. Case 
38 was regarded as a case of cancer of the uterus 
before operation, but a subsequent examination led 
the Pathologist to doubt this view. 

Fibroids .—In thirty-six patients hysterectomy 
was performed for fibroids. The youngest patient 
was thirty-one years of age, and the two oldest were 
in their fifty-third year. The age-distribution is as 
follows: 

30 - 39 = 12 
40 - 49 18 

50-53 6 — 36 

Thus six of the patients had vainly waited for 
the menopause to bring them relief. This propor¬ 
tion of six in thirty-seven cases is much higher than 
usual. In most operation lists previously published 
the proportion of hysterectomies for fibroids after 
the fiftieth year is about ten per cent. 

In two of the patients the fibroid arose in the 
cervix. This is about the usual proportion. Large 
cervix-fibroids occur, according to my observations, 
in about 5 per cent, of the cases (see ‘ Lancet,’ 1904, 
vol. i, p. 931). 

The conditions which rendered operation neces¬ 
sary were those in which there is substantial agree¬ 
ment among gynaecologists as to the need of 
operation, namely:—(1) Frequently recurring and 
long-continuing menorrhagia. (2) Septic infection 
of the fibroid. (3) Impacted and irreducible 
tumours giving rise to pain and retention of urine. 
(4) Fibroids which are rapidly growing. (5) 
Fibroids complicated with other tumours, etc. 
(6) Degenerate and cystic changes. (7) When 
fibroids complicate pregnancy and make delivery 
impossible. 

Mr. Harrison Cripps has recently stated that 
“ some surgeons regard nearly all cases of fibroids 
of the uterus as proper for operation, regardless of 
the fact that they may not be growing or causing 
material inconvenience.” As he does not refer to 
any particular surgeon or writer, I trust this is 
merely an impression he has formed. I do not 
know any one who puts it into practice. 

Of complications the following were found : 

1. Bilateral ovarian tumours (Case 15). 

2. Bilateral pyosalpinx (Case 16). 

3. Ovarian dermoid (Cases 26 and 39). 

4. Primary cancer of the tube (Case 32). 

Primary cancer of the Fallopian tube is in itself 

a rare affection, and it is somewhat singular that in 
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four examples of this disease which have occurred [ 
in my practice two should have been associated j 
with uterine fibroids. The details of the first case 
have been already published in the 4 Trans. Obstet. 
Soc. London, 7 vol. xliv, p. 311. The condition 
was exceptional from the fact that the cancer arose 
in the tube and the growth protruded through the 
unclosed ccelomic ostium and infected the pelvic 
peritoneum (Fig. 1). (This specimen is preserved 
in the museum of the Royal College of Surgeons). 
The patient recovered easily from the operation, | 


Fig. 1.—(A) Ampulla of a Fallopian tube occupied by 
a primary cancer; (B) the ampulla of the tube 
shown in section. From a sterile married woman 
fifty.seven years of age. The uterus and Fallopian 
tubes were removed on account of a large fibroid; 
the existence of the tubal cancer was unsuspected 
before operation. The growth had made its way 
through the ccelomic ostium of the tube and infected 
the adjacent peritoneum. The patient recovered 
from the operation and remained in excellent 
health for eleven months. Signs of recurrence 
then appeared in the pelvis, and she died twelve 
months from the date of operation. 

and remained in excellent health for eleven 
months: then signs of recurrence appeared in the 
pelvis, and she died twelve months after the 
operation. 

The case in the present list stands in striking 
contrast. The cancer arose in the ampulla of the 
tube, sealed the ostium, and then crept along the 
tubal lumen towards the uterus, and, as is well 
shown in the drawing (Fig. 2), the growth could be 


traced through the uterus but confined to the tubal 
tissues, and we were able to satisfy ourselves by a 
careful microscopic examination that it had not in¬ 
fected the uterine tissues. 

The appearance of the tube when extracted 
from the pelvis was like that of a parsnip with a 
long thin root; its crimped appearance in the 
drawing is due to the distortion produced by the 
preservative solution, in which it was placed imme¬ 
diately after operation. 

I am unaware of any records relating to the 
combination of fibroids of the uterus and primary 



Fig. 2.—A Fallopian tube with the ovary, meso¬ 
salpinx, and adjacent portion of the wall of the 
uterus. The ostium of the tube is closed and the 
ampulla distended with a soft cancerous mass, 
which has extended along the lumen of the tube 
and can be traced in the tubal tissues in its course 
through the uterine wall. The endometrium was 
not implicated. The uterus contained several large 
fibroids. The chief symptom was profuse bleeding, 
which led the patient to submit to operation. 
(Case 32 in table.) 


cancer of the Fallopian tube. Doran has carefully 
analysed twenty-three records of primary tubal 
cancer, but in none was it associated with fibroids 
of the uterus (‘ Trans. Obstet. Soc. London, 7 vol. xl, 
p. 197, 1899). The interest of the co-existence of 
the two diseases centres in the fact that as haemor¬ 
rhage is an equally significant clinical feature of 
both, the presence of a fibroid is easier of recogni¬ 
tion than a cancerous tube, and, as it is the rule 
with many practitioners to allay the fears of the 
patient by false hopes of relief at the menopause. 


Digitized by 


Google 












The Clinical Journal. ] 


MR. BLAND-SUTTON. 


[April 20,1904. 5 


she is lulled into a false sense of security until the 
chances of anything approaching good result from 
surgical intervention are out of question. 

I cannot pass from the consideration of this | 
interesting case in my series without drawing 1 
attention to the important feature connected with I 
the occlusion of the ccelomic ostium. It is need¬ 
less for me to refer to the value of this event in 
septic infection of the tube, gonorrhoeal or puer¬ 
peral, or to its far-reaching effect in connection 
with tuberculous salpingitis. Judging from the 
study of the two examples which have been 
referred to in this communication, it seems not at 
all unlikely that the occlusion or patency of the 
ccelomic ostium, when the tubal ampulla is the 
seat of primary carcinoma, may not only exercise j 
great influence in determining whether the course 
of the disease shall be towards the peritoneal 
cavity, and therefore of necessity rapidly fatal, or ; 
shall tend to traverse the narrow course of the tube 
and expend its violence on the uterus. In this 
direction it may be assumed that its clinical course 
will run less violently, though its final effect can in , 
no t sense be mitigated. 

There are at present no facts available to enable 
an opinion to be expressed with anything approach¬ 
ing reliance, but it is a matter to which attention 
may with advantage be directed. I 

The choice of operation, —The operation which I ' 
prefer, and which was performed in thirty-six of 
these patients, is that known as the supra-vaginal | 
method: but it is necessary to state that I remove 1 
the cervix so freely, and in the majority of cases 
leave little of the neck of the uterus, save the cap 
of mucous membrane covering its vaginal portion, 
that my operation is almost a panhysterectomy. 
In Case 46 the whole of the cervix was removed. 

Myomectomy, —In addition to the patients who ! 
underwent hysterectomy for fibroids there were 
seven whom it was possible to relieve by abdo¬ 
minal myomectomy and enucleation. There is an 
opinion gaining ground among those who are | 
entitled from their experience to form a judgment j 
that myomectomy is rarely advisable, and I am j 
inclined to agree, but at the same time there are 
conditions in which it is an excellent operation, , 
and I have had the gratification of ascertaining 
that patients from whom I have removed large I 
fibroids and spared the uterus have become happy ; 
mothers. On the other hand it is necessary to 


state that the enucleation of a fibroid from the 
walls of the uterus is, in some circumstances, 
attended with greater risks than hysterectomy. 

As the seven patients who were myomectomised 
recovered there is no need to enter into more 
details concerning them than is displayed in 
Table II, with the exception of Case 4. This 


A Table of Seven Cases of Fibroids treated by 
Abdominal Myomectomy and Enucleation at the 
Chelsea Hospital for Women in 1893. 


1 Age and 
No. social 

state. 

Nature of fibroid. 

Treatment. 

Date. 




1893 

I Mrs. G., 

Interstitial, causing 

Enucleation 

Jan. 

27 

retroflexion 

and 

12 



hysteropexy 


2 Mrs. D., 

Large subserous 

Myomectomy 

March 

47 



9 

3 Mrs. 

Hard, calcified, and 

Myomectomy March 

1 D.O., 

impacted, interfering 

and 

23 

58 

with the urethra 

hysteropexy 


4 Mrs. N., 

Large tumour 

Enucleation 

April 

42 

growing from anterior 


13 


wall of the cervix 




complicating 



1 

pregnancy 



5 I Miss G., 

Interstitial, causing 

Enucleation 

May 

42 

very profuse bleeding 


11 

6 Mrs. H., 

Subserous 

Myomectomy 

June 

27 



8 

7 Mrs. N., Subserous, associated; Myomectomy 

Nov. 

47 

with hydrosalpinx 

and unilateral 

9 

| 


salpingo- 


| 


oophorectomy 



was a patient 9et. 42, a mother of five children, 
who had a large tumour projecting in the hypo- 
gastrium and a soft pregnant fundus retroverted 
and incarcerated in the pelvis. Under an anaes¬ 
thetic the fundus was successfully pushed up, 
and the large hypogastric tumour, which we now 
recognised as a fibroid, growing from the anterior 
wall of the cervix dropped into and obstructed the 
pelvis. I succeeded in enucleating the tumour 
through an abdominal incision without disturbing 
the pregnancy. The patient recovered without 
any difficulty and was delivered of a living child at 
the eighth month; but it only survived its birth 
two months. On March 10th, 1904, the patient 
was in excellent health. 

Vaginal enucleation, —In order to complete the 
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review of my operations on fibroids in hospital 
work over the period covered by this communica¬ 
tion reference must be made to four cases in which 
fibroids were extracted by the vagina and without 
difficulty. There is a fifth case which is very im¬ 
portant to describe as it is an example of the way 
in which even a small fibroid will destroy life. 
Application was made for the admission of a 
hospital nurse, 38 years of age, single, suffering 
from severe menorrhagia, septicaemia, and very 
gravely ill. On admission she was found to be 
dying ; a sloughing fibroid, the size of a bantam’s 
egg, hung from the cervix by a thin stalk, and a 
foetid fluid escaped from the vagina. The sloughing 
mass was twisted off and the vagina douched with 
antiseptics and restoratives freely administered, but 
she died in a few days, a victim to unnatural 
modesty, for she asserted that in the early days of 
her illness she would not permit a vaginal examina¬ 
tion. 

Fibrosis .—Six cases in my list (7, 17, 31, 35, 38, 
and 50), four of which are described as suffering 
from fibrosis of the uterus and one from septic 
endometritis, require special consideration. In 
March, 1899, in an address to the Medico- 
Chirurgical Society, Brighton, and published in 
the ‘British Medical Journal,’ 1899, vol. i, p. 839, 
I drew attention under the term “ fibrosis ” to a 
morbid condition of the uterus which presents the 
following characters: 

“The patients are usually multipart between 
thirty-five and forty-five years of age. They com¬ 
plain of menorrhagia which lasts from fourteen to 
eighteen days. At times the bleeding is so profuse 
as to place life in danger. 

“ The uterus is enlarged and the cervix is hard 
to the touch. When the cervical canal is dilated 
the tissue of the cervix tears rather than stretches ; 
the endometrium is quite smooth, but the walls of 
the uterus are hard and resisting, and the curette 
makes a harsh grating sound in passing over it. 

M The structural changes are very striking; the 
uterus is larger than usual, and its walls are thick 
and tough. On section the arteries stand out, 
prominently exposing their thickened walls. On 
microscopic examination the muscle-tissue of the 
uterus is seen to be replaced by an abnormal 
growth of fibrous tissue. The walls of the uterine 
arteries are very thick, and the lumina of the 
vessels much narrowed and sometimes obliterated. 


“The changes in the tissues of the uterus are 
analogous to the curious fibrotic changes which 
occur in the walls of the cardiac ventricles as a 
sequel of syphilis. In the uterus the changes are 
probably a remote consequence of septic endo¬ 
metritis. 

“In severe cases drugs are of no value; curetting 
arrests the bleeding for a few months. Bilateral 
oophorectomy has no influence on the bleeding. 
In desperate cases it has been necessary to perform 
vaginal hysterectomy.” 

During the five years that*have elapsed since the 
publication of the address referred to I have been 
able to make careful observations of many cases of 
profuse menorrhagia which repeated curettings 
have failed to arrest and have been strengthened 
in my opinion that this fibrotic change in the 
uterus is the final stage of a chronic septic endo¬ 
metritis, which may follow from gonorrhoea, or a 
septic endometritis following labour, or miscarriage 
(puerperal sepsis). The changes in the endo¬ 
metrium are much the same as those which have 
been observed and carefully described in connection 
with the Fallopian tubes. In the early stage the 
tissues are soft, swollen, and very vascular; this 
spongy condition slowly subsides and the inflam¬ 
matory exudation in the tissues organises into 
fibrous tissue, which gradually shrinks and effaces 
the delicate connective tissues of the tube until it 
becomes a hard fibrous cord traversed by an 
irregular canal. From a careful series of obser¬ 
vation I have satisfied myself that it requires from 
five to ten years for gonorrhoeal and septic salpin¬ 
gitis to convert the Fallopian tubes into hard cords 
such as I have described. 

In the case of the endometrium there are reasons 
for believing that it requires several years for a 
chronic septic endometritis to convert the uterus 
into the hard tough condition which represents the 
typical and final stage of fibrosis, but the essential 
and important clinical feature through this long 
process is a slowly increasing menorrhagia un¬ 
controlled by drugs, rest, and local treatment 
including repeated curetting. 

Without rendering a tedious account of all the 
patients in the list I would especially refer to 
Case 35. This woman was 44 years of age and 
the mother of ten children. In the interval 
between the birth of the ninth and the tenth 
children she contracted gonorrhoea from her 
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husband. Several miscarriages (four) followed 
this event, and then menorrhagia became trouble¬ 
some, and finally the intervals between the men¬ 
strual periods became so short that there was an 1 
almost constant loss of thin blood-stained fluid j 
from the uterus. At the urgent request of the j 
doctor I performed hysterectomy. ' 

In discussing the radical treatment of uncon¬ 
trollable menorrhagia depending on fibrosis of the 
uterus, it is necessary to emphasise the importance 
of removing the whole of what I have termed the 
menstrual area of the uterus—by this I mean that 
portion of the endometrium which bleeds during 


Fig. 3.—A uterus laid open along its anterior wall: 
it is lined with a thick decidua. From a case of 
tubal pregnancy. The drawing represents the “ de¬ 
cidual ” and the “ menstrual area ” of the uterus. 


menstruation. This area is the same as that which 
is concerned in the formation of the decidua and 
is delimited in Fig. 3. The area corresponds to 
the endometrium of the fundus and body of the 
uterus; a very small surface of the cervical canal 
and that portion of the mucous surface which 
extends into the cornua of the uterus to receive the 
adit of each Fallopian tube. 

Although in the cases of fibrosis included in my 
table for which I performed hysterectomy the 
abdominal route was selected I am sure it is on | 
the whole better, when practicable, to perform ! 
vaginal hysterectomy, in order to make the ablation I 


of this menstrual area as complete as possible. In 
a remarkable case of uncontrollable menorrhagia 
under the care of a colleague who performed supra¬ 
vaginal hysterectomy for its relief, the menorrhagia 
from the stump was so profuse and intractable that 
he had subsequently to exsect the cervical stump. 

Case 31 in the list, described as septic endo¬ 
metritis, is of interest in its bearing on the pathology 
of uterine fibrosis. This patient, though only 
twenty-four years of age, had been twice married, 
and had contracted gonorrhoea from her first hus¬ 
band ; this set up gonorrhoeal salpingitis, and the 
left Fallopian tube became distended with pus. 
At this time the patient lived in Cape Town, and 
an experienced surgeon evacuated the pus through 
an incision in the posterior ad-de-sac of the vagina. 

The woman did not make a satisfactory recovery, 
and began to be troubled with very profuse menor¬ 
rhagia, and this added to the purulent discharge 
from the unclosed sinus in the vaginal vault soon 
reduced the patient to a very emaciated condition. 
The surgeon in charge of the case recommended 
her to come to London, and sent her to me with a 
request that I would remove the uterus. After 
much anxious consideration I felt there was no 
other course open to me in spite of the existence 
of a septic sinus in the vagina. We had a very 
trying time, but eventually she recovered and re¬ 
ported herself in February in excellent condition, 
plump, well and happy at the prospect of returning 
to her husband in Cape Colony, in good health, 
and in the best of spirits. 

Adenomyoma of the uterus .—Case 4, described 
under this title, is worth considering in con¬ 
nection with the subject of fibrosis because the 
clinical features—namely, profuse and uncontrol¬ 
lable menorrhagia with its necessary consequence 
profound anaemia caused it to resemble the clinical 
picture of a septic submucous fibroid, and also be¬ 
cause the condition of the uterus from the patho¬ 
logical side resembles, in some points, the naked- 
eye signs of a severe case of uterine fibrosis. 

I originally saw the patient in Brighton with Mr. 
George Morgan, December, 1902. She was forty- 
nine years of age, and the mother of four children. 
For a long period she had suffered from menor¬ 
rhagia, associated with a uterus with a patulous os 
and a fundus which could be easily felt as a rounded 
body high in the hypogastrium ; it was an easy 
matter to infer that the womb contained, in all pro- 
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bability, an infected submucous fibroid. When I wall which are constantly found in the condition 
saw the patient she had been bleeding so profusely, of the womb which I have described as uiertne 
and seemed so nearly dead that any examination, fibrosis . 


however carefully conducted, would be a very 
injudicious act, and on the facts available it seemed j 
clear that the opinion expressed above represented 1 
the true state of affairs. 

With judicious nursing the patient gradually 
recovered, and immediately before the advent of 
the succeeding menstrual period she was carefully 
conveyed to the Chelsea Hospital for Women, and 
I performed hysterectomy, still under the im¬ 
pression that we had to deal with a fibroid. On ' 



Fig. 4.—A uterus in sagittal section removed under 
the impression that the enlargement was due to a 
submucous fibroid. On section the mass appeared 
unencapsuled, and a careful microscopic examination 
showed that the walls were bestrewn with glands. 

A small fibroid occupied the fundus. (Case 4 in 
Table I.) The patient suffered from severe menor¬ 
rhagia. 

bisecting the uterus the walls were found enor- I 
mously thickened, and a small fibroid occupied 
the fundus (Fig. 4). 

The subsequent microscopic examination of the 
parts, however, showed that the thickened walls were 
due to an enormous increase of the endometrium 
and its tubular glands. The specimen has been 
made the subject of a careful paper by Drs. Taylor 
and Cameron in the * Obstetrical Journal of Great 
Britain, 7 March, 1904, p. 248. 

The condition is by no means frequent. It is 
certainly recognised by a few writers, but I am 
sure it has nothing in common with the well- 
marked changes in the endometrium and uterine 


Prolapse of the uterus .—There is one case which 
stands by itself which needs fcome remarks, for it is 
of interest on account of an ethical point which 
arose in regard to treatment. 

The patient was a medical nurse, a mother, and 
thirty-four years of age. Her married life being 
unhappy, she had to win her living by separating 
from her husband and resuming nursing. Unfor¬ 
tunately she was sadly hampered by a very large 
prolapsed uterus, which could not be restrained by 
any usual simple variety of pessary, for the peri- 



Fig. 5. —The fundus of the uterus and adjacent 
segments of the Fallopian tubes. A long fibrous 
cord arises from the fundus as a result of hysteropexy 
(ventro-fixation) performed nearly five years pre¬ 
viously for inveterate retroflexion: 

neum was so lax that the instrument could net be 
retained. 

The patient was placed under my care with the 
intention that hysteropexy would be performed. 
On examination this plan was abandoned because 
the fundus of the uterus was big and heavy, and 
the supra-vaginal portion of the cervix bad under¬ 
gone a notable elongation. I explained to the 
patient that hysteropexy was out of the question, 
because the strain of a heavy uterus on the sup¬ 
porting sutures leads to the manufacture of a long 
tendinous band, which I believe has been named 
“ the fundal ligament. 77 Such a ligament is repre¬ 
sented in Fig. 5. 

The patient was also anxious “ to be put right 77 


Digitized by 


Google 




The Clinical Journal. ] 


DR. ALDREN TURNER. 


[April 20,1904. 9 


because she attributed in some measure her 
domestic unhappiness to the circumstance that I 
the condition of her uterus impeded coitus. This - 
was probably true. I also satisfied myself that 
even if the uterus were stitched to the abdominal ^ 
wall the length of the thick cervix was such that it 
would remain as a long body obstructing the 
vagina. The patient was allowed to weigh all the i 
aspects carefully in her mind, and eventually she j 
decided to have the uterus removed. Vaginal j 
hysterectomy was carried out successfully. The 
uterus measured from the external opening to its 
fundus 15 cm. (six inches). The removal of a 
prolapsed uterus is not often carried out. It is 
rarely that a case gives me so much anxiety to 
decide upon a mode of operation as happened 
with this nurse, in whom necessity to earn a living 
rendered it imperative on her part to run the risk 
and anxiety of an operation and the loss of an | 
organ. For myself, the anxiety to do what seemed 1 
best for the nurse caused me more concern than 
the forty nine remaining cases in the list. 

In reference to the “artificial fundal ligament” 
it may be pointed out the mode of production of 
this structure is practically the same by which 
bands arise between two segments of intestine. 
When the fundus of the uterus is secured to the 
anterior abdominal wall by an aseptic suture lymph 
is exuded from the contact-surfaces of the peri¬ 
toneum. This effused lymph organises into a 
tenacious tissue, and when, as not infrequently 
happens, there is great strain on the retaining | 
suture, either from the shortness of the uterus as 
happens in virgins, or of the actual weight of the ! 
organ when hysteropexy is performed for prolapse, 
the sutures gradually cut or erode their way out of 
the uterine fundus, but the plastic material effused , 
around the sutures slowly stretches as the uterus j 
descends into the pelvis and produces the tendon¬ 
like structure to which reference has been made. ( 

It is well known that synovial membranes can , 
produce similar bands; of these the most familiar | 
is that which arises between the widely separated 
fragments of a badly united patella after simple 1 
fracture. 

Brook Street, W. ; 

April 18 th, 1904. 


A CLINICAL LECTURE 

ON THE 

PROGNOSIS AND CURABILITY OF 
EPILEPSY. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, Queen Square, March 15th, 1904, 

By ALDREN TURNER, M.D., F.R.C.P., 
Physician to Out-patients, King’s College Hospital, 
and to the Hospital for the Paralysed and 
Epileptic, Queen Square. 


Gentlemen,— I propose this afternoon to deliver 
a short lecture upon the Prognosis and Curability 
of Epilepsy. Those of you who visit the out¬ 
patient department of the hospital regularly see 
each week a large number of cases of epilepsy that 
have attended for periods of from one to several 
years, and if you examine the hospital letters of 
those patients you will notice that many of them 
show results which may be regarded as cures; that 
is to say, as far as one can define a cure of epilepsy 
as an arrest of epileptic seizures under the influence 
of the bromides. It is upon the investigation of a 
large number of cases of epilepsy that have 
attended here for many years that I propose to 
base the remarks which I shall make this afternoon. 

In considering the prognosis of epilepsy there are 
certain points to which special attention should be 
given. In other words, when a case of epilepsy 
presents itself, what factors have you to take into 
consideration with a view to forming a prognosis ? 

1. The first is the existence or non-existence of 
a family history of epilepsy or insanity. Does such 
a predisposition act favourably or unfavourably in 
the prognosis of any given case ? It may be stated 
that a hereditary history of epilepsy does not act 
unfavourably in determining prognosis. There is 
as great a chance of recovery or, at all events, 
relief from epileptic seizures in those who have as 
in those who have not a well-marked hereditary 
history. But if you inquire into the family histories 
of confirmed epileptics—that is, those who attend 
for many years without improvement in their 
fits, or those who enter institutions for epileptics, 
such as epileptic colonies, or are admitted into 
asylums for the insane—among such epileptics you 
will find a frequent history of hereditary pre¬ 
disposition. So that the general conclusion which 


Digitized by 


Google 




IO The Clinioal Journal. 


DR. ALDREN TURNER. 


[April 20,1904. 


may be drawn from a consideration of the family 
history is: a predisposition to epilepsy does not 
militate against a good result in an otherwise 
favourable case, but materially increases the proba¬ 
bility of the disease becoming confirmed and the 
supervention of dementia. 

2. In the age at tv hick the disease commences you 
have an important factor in determining the prog¬ 
nosis. A superficial glance at the chart will show 
that the confirmed cases are immensely in excess of 1 
those that are arrested. This is the first item you | 
will notice in the study of any large series of cases 
of epilepsy ; the cases that do not are largely in ex¬ 
cess of those that improve. But if you look more 
particularly at the chart with the view of ascertain¬ 
ing what influence age at onset has upon prognosis, 
you will find the following interesting points :—If 
fits commence under ten years of age, considerably 
over 6o per cent, become confirmed epileptics, 
while something under 20 per cent, show arrest of 
the seizures. From the age of ten to fifteen years 
onwards you will see there is an increase in the 
number of cases which become arrested and a de- j 
crease in the number which become confirmed. 
When the disease commences between fifteen and 
twenty years, the common age for the onset of 
epilepsy, the number of cases that become arrested 
materially increases, while the number of cases that 
become confirmed diminishes. From the quin- 1 
quennial period, twenty-one to twenty-five onwards, 
there is an increase in the number of confirmed 
cases, the lowest proportion of the whole series of 
arrested cases occurring when the disease com¬ 
mences between thirty and thirty-five years of age 
—a period which also shows the greatest number 
of confirmed cases. Why epilepsy commencing 
between thirty and thirty-five years of age should 
be so unfavourable as regards prognosis, I am not 
prepared to say ; but it is a fact which the chart 
demonstrates clearly. Hence the prognosis is 
more favourable if the disease commences between 
fifteen and twenty than if the fits first developed 
between thirty and thirty-five years of age. As 
regards epilepsy commencing between forty and 
fifty and over fifty-five, the figures show, on the 
whole, a favourable type of the disease. 

3. The third point in prognosis is the duration 
of the disease before the patient comes under 
observation. In a given case of epilepsy, are you 
dealing with the malady in an early or in a late 


stage ? I have constructed a table with the view of 
showing the influence of the duration of the disease 
upon prognosis. A superficial examination of 
Chart II will show, as before, that the confirmed are 
largely in excess of the arrested cases of epilepsy. 
Cases of epilepsy of only one year’s duration, be¬ 
fore coming under systematic treatment, show that 
the arrested or improved examples are numerically 
considerably in excess of those w T hich become con¬ 
firmed. But of the cases which have a duration 
of from two up to thirty years there is a steady 
increase of those which become confirmed. The 
general conclusion which may be drawn is, that the 
longer the fits last the more the tendency for the 
disease to become confirmed; but arrest of the fits 
may take place even after a duration of from 
twenty to thirty years. After thirty years arrest is 
possible, but the fewness of the cases hardly allows 
of definite conclusions. 

But there are one or two other points to which 
some consideration should be given. An im¬ 
portant point is (4) the frequency of the- seizures. 
As you are aware, epileptic fits occur as frequently 
as several a day, or as infrequently as one or 
two a year, or even one or two within two or 
three years. If you meet a case of epilepsy in 
which the fits occur so infrequently as once or 
twice a year, you are handling a particularly 
favourable form of the disease. If, on the other 
hand, you are dealing with a case in which the fits 
occur as frequently as several a day, you are treat¬ 
ing a very unsatisfactory case of epilepsy as regards 
arrest. The common type of epilepsy is that in 
which the fits occur once or twice a week. 

5. As regards the character of the fits, there 
are two common forms of seizure—the petit 
mal and the grand mat . Although the grand 

mal produces temporarily an enormous dis¬ 
turbance both of the nervous system and of the 
general condition of the patient, you are treating 
a favourable type of epilepsy ; but when you meet 
with a case of petit mat , in which the patient 
exhibits an occasional and fleeting loss of con¬ 
sciousness, a temporary lapse of memory, or a 
momentary vertigo, phenomena which to your 
observation seem mild, you are dealing with a type 
of the disease difficult to influence by remedies. 
But when one finds the two types of epilepsy com- 
i bined in one patient, it may be stated that the 
t combination of grand and petit mal demonstrates 
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a severe form of epilepsy; and the majority of 
confirmed epileptics present such a combination. 

6. How does the incidence of the fits —that is to 
say, the time of the occurrence of the seizures—in¬ 
fluence the prognosis ? It may be stated in general 
terms that fits occurring only during sleep are less 
amenable to treatment than those recurring during 
the waking hours. But as in the severer forms of 
epilepsy one finds the petit mat and grand mat 
combined, in a similar way the diurnal and noc¬ 
turnal are combined in the majority of unfavour¬ 
able cases. Not a few cases of nocturnal epilepsy 
occur in which the existence of the disease is 
unknown to the patient, as the disturbance is over 
by morning, and he is able to go about his work 
and attend to his business. 

7. I shall now say a few words upon the influence 
of marriage in connection with epilepsy, because it 
is an important matter, mainly because the popular 
idea on the subject is mistaken. It is firmly fixed 
in the minds of many people that if an epileptic 
girl is married, it is the very best thing that can 
happen to her. There are some isolated instances 
in which this may be so, but in the majority of 
cases the result is either no change at all or the 
patient is made considerably worse, quite apart 
from the fact that she may become the mother 
of one or more epileptic children. So that in 
the event of an opinion being invited upon mar¬ 
riage for an epileptic girl, one’s advice would be 
against it. But supposing that such an event as 
the marriage of an epileptic girl happened—and 
it is a common incident—and that pregnancy 
results, is this a favourable circumstance or other¬ 
wise ? There are a number of epileptic women, 
becoming pregnant, who are temporarily benefited; 
there are others in whom no effect is produced 
at all upon the disease. 

There are, however, three epochs in the course 
of childbearing which are specially favourable for the 
development or relapse of epileptic seizures. The 
first is the time of quickening. There is a tendency 
at quickening for a fit, or fits, to come on, or for 
already existing fits to be increased in number. 
The second epoch is childbirth itself. In child¬ 
birth an epileptic person may have a marked and 
temporary increase in the number or severity of 
the seizures. The third epoch is during lactation. 
So marked, indeed, is the incidence of fits during 
lactation that a sub-group has been described: 


lactational epilepsy. I have seen two cases in 
which the patient was free from seizures except 
during lactation ; and this occurred sequential to 
three consecutive pregnancies. 

A further point is the influence of the monthly 
period. Here, again, one may say that although 
i fits are commoner at the monthly period, yet the 
cessation of the periods at the climacteric presents 
no specially favourable occasion for the arrest of 
epilepsy. 

I have already referred to the cure of epilepsy , and 
j I showed on a chart a number of cases in which 
the fits had become arrested. In the following 
table cases of prolonged arrest have been placed 
side by side with cases in which remission has 
| occurred. Most of you are aware that remission 
I is a marked and characteristic feature of epileptic 
seizures. A patient may have a number of fits over a 
certain period, and under treatment several years 
I may elapse without such seizures, and then from 
! some unexplained cause the fits reappear. These 
are known as remissions in epilepsy, and a pro¬ 
longed remission is often mistaken for a cure. A 
1 glance at the annexed table will show that eighty- 
! six cases are recorded in which the fits were arrested 
for varying periods up to twenty-five years’ duration. 
In the same column are represented those cases in 
which a remission occurred, to be followed by a 
relapse after some years. I show you this table in 
order to explain what one means by a cure of 
I epilepsy, because all cases which become arrested 
are not necessarily cured. For instance, I do not 
consider the eleven cases in which an arrest took 
place for from two to three years as cured cases. 
The question therefore arises, Is there a cure of 
I epilepsy? Take, for instance, the case in which 
1 a remission lasted from seven to eight years. 

I Should that be regarded as a cured case of 
epilepsy ? Probably you will say to yourselves that 
there is a cure in a case in which remission has 
lasted so long—for this reason, that out of the 
whole series of cases, there is only one case in 
I which fits recurred after an interval of eight years, 
namely, a case in which there was a relapse after 
eleven years’ interval. But with that exception we 
find that in none did the fits recur after an interval 
of eight years. So that I think one may fairly lay 
j down as a principle that should fits remain in 
abeyance for a period of eight to nine years, a cure 
of epilepsy has been established. Now if that is the 


Digitized by 


Google 



12 The Clinical Journal. 


DR. ALDREN TURNER. 


[ April 20,1904. 


definition of a cure of epilepsy, the percentage of 
cases of epilepsy which are cured is io per cent. 
It is not a high percentage, but nine years is a 
severe test. For every year taken off that standard 
an increase in the number of cures will be obtained. 
But I have already shown that it is not safe to 
regard as cured cases in which the fits have been 
in abeyance for less than eight or nine years. 

Table giving the Cases of Arrest and Remission, 
with the Duration . 


Cases of arrest. 


Cases of 
remission. 


Duration. 


11 

! 1 

From 2 

to 3 

18 

: 2 

»» 3 

M 4 

IO 

4 

„ 4 

M 5 

11 

2 

» 5 

„ 6 

5 

2 

„ 6 

11 7 

8 

1 

» 7 

„ 8 

8 

0 

„ 8 

» 9 

4 

1 0 

» 9 

» 10 

5 

! 0 

„ 10 

n 

2 

0 

1 Of 

11 

2 

1 1 ■ 

,, 

15 

1 

! 0 

,, 

22 

1 

1 O 


25 

86 

Total 13 




There is a further point in connection with 
prognosis to which I wish to refer. If a case of 
epilepsy is going to do\ well, improvement is 
obvious shortly after the commencement of treat¬ 
ment. That is to say, if within a few weeks after 
the commencement of regular bromide medication 
the fits stop, a satisfactory issue is not improbable ; 
but if after treating a case with bromides for some 
years without any material change, the chances are 
that the case is not going to do well. 

Treatment by the bromides .—I might in this 
connection refer briefly to the treatment of epilepsy 
by the bromides. Whether the treatment with 
bromides is in every case the proper treatment is 
another matter, and one into which I do not propose 
to enter on the present occasion. But it has come 
to be largely a matter of convention to treat every 
case of epilepsy with the bromides. I am per¬ 
sonally in the habit of treating each case of 
epilepsy at the commencement with the bromide 
of potassium or sodium. In many cases this 
treatment turns out a success; in some cases it is 
an utter failure. But, on the general system of 


treating epilepsy by means of the bromides, one 
would like to make the following remarks: 

First: Do not give too large a dose of the drug. 
By large doses of bromide I mean 90 to 120 grains 
a day. If bromide is going to be beneficial it 
will influence the disease in doses of 30 to 45 
grains per diem. If the case does not do well on 
that dose it probably will not do it at all. 

Secondly : Should bromide be administered in 
doses three times a day, or in a dose once daily ? 
The majority of cases should be given one dose at 
bedtime. More especially should this be the line 
of treatment if the case is one of nocturnal epilepsy 
or of fits recurring in the early morning. If a case 
has fits during the late evening or shortly after 
going to bed, give the medicine at about five or 
six o’clock in the evening. If you find in any case 
a definite periodicity, forestall the onset by a large 
dose of bromide, and satisfactory results are likely 
to ensue. 

Thirdly : For how long should you continue the 
administration of the bromides ? Some say until 
you have arrested or ameliorated the frequency of 
the seizures. There is no greater mistake. If the 
fits are arrested for some months, the case is most 
likely to be benefited by a continuance of the 
drug ; therefore continue the bromide indefinitely, 
in moderate doses. Daily doses of 30 grains 
of potassium bromide may be given for many 
years without ill effects. Some cases attending 
at the hospital have taken bromide for over twenty 
years. 

Fourthly : Should the bromide administration 
be stopped in a case in which the disease has 
become arrested ? Some epileptics take the 
matter into their own hands and on their own 
initiative stop the bromide treatment. If the 
question is put to you whether it is Advisable to 
stop the drug, you must be guided by the facts in 
individual cases. I personally prefer to continue 
the bromide indefinitely. If the bromide is 
stopped some symptoYn, such as vertigo, will 
probably arise in the course of weeks or months to 
make the patient think that he is going to have 
another fit. As a matter of fact, the majority of 
patients with arrested epilepsy prefer to continue 
their medicine. That is why there are cases of 
from fifteen, twenty, or more years’ duration 
coming to the hospital regularly to receive their 
bromide. 
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A DEMONSTRATION OF SURGICAL 
CASES 

At the Medical Graduates’ College and Polyclinic. 

By HAROLD L. BARNARD, M.S., 
Assistant Surgeon to the London Hospital. 


Gentlemen, —The first patient I want to show 
you is an oldish man with a black , hairy tongue. 
It is not a very serious condition, but it is one 
which causes a good deal of anxiety to the patients 
and sometimes to the doctor. The posterior part 
of the tongue becomes covered with a black, hairy 
kind of growth, and this spreads forward along the 
tongue to a variable distance in a V shape. The 
disease is due to an elongation of the filiform 
papillae of the tongue. There are, of course, as 
you know, three kinds of papillae of the tongue, 
filiform papillae, fungiform papillae, and circum- 
vallate papillae. This is a disease of the filiform 
papillae, which cease to shed their epithelium. 
The epithelium adheres to the filiform papillae 
until these become half an inch long or even 
longer, and grow black and dirty. The colour 
is not due to the presence of any particular micro¬ 
organisms. At one time it was thought that it 
would be possible to isolate from the condition 
some particular sort of fungus which produced a 
pigment. But it is now known that it is simply an 
ordinary black discoloration of the epithelium, due 
to sulphur in the epithelium and to dirt. The 
saliva is always acid in these cases, and some 
people have found alterations in the quantity of 
potassium sulpho-cyanide in the saliva, but this 
man has a normal quantity. The condition causes 
him no inconvenience except that his tongue is a 
little sticky and uncomfortable. With regard to 
treatment, every drug that has been used has had 
a vogue, because the disease of itself gets better 
and worse, and if you happen to be prescribing a 
drug at the time it is receding, the cure is attributed 
to that drug. But if you persevere with that drug 
you will find the condition gets worse again under 
the same treatment. This is the first man with 
the condition whom I have known to really 
improve for a great length of time, and the treat¬ 
ment is his own. He has a tooth-brush, and 
scrubs his tongue with it, thus removing the accu¬ 
mulated epithelium. Apparently this disease is 


due to the fact that most of these people are old 
and have no teeth; they do not eat hard food, so 
; there is not the normal rubbing of the tongue, and 
thus the epithelium accumulates upon the tongue 
| and produces this condition. He makes up for 
the lack of hard food by the periodic scrubbing 
with the brush. I tried on one man the effect of 
I chewing gum, and I thought that would induce 
I him to suck the epithelium off. But it did not 
have the desired effect. Permanganate of potash, 
corrosive sublimate, sulphurous acid, and all sorts 
! of mouth-washes have been tried, but nothing 
seems to be of much use for the condition. Cases 
are often sent up to examinations, where they are 
mistaken by unfortunate candidates for instances of 
melanotic sarcoma, and I have known the sugges¬ 
tion to be made that the entire tongue should be 
I removed. It is important, therefore, to recognise 
the condition and avoid giving a gloomy prognosis 
! and advising operative measures. 

; The next patient is an old man who suffered 
1 from diabetic gangrene of the foot. He came to 
, me some months ago. Amputation was performed 
! on August 20th last. We examined his urine, and 
found that he had a considerable quantity of sugar 
in it, and I am showing you the case that you may 
I see the result of an amputation for diabetic 
* gangrene. He is one of five patients who have 
! all been treated on the same lines, and those lines 
I shall tell you of in a moment. I have not had 
a death among the five, though the last one is not 
quite healed yet. I think you will find, if you 
consult practical surgeons, that five diabetic 
| gangrenes amputated in sequence without one 
I going wrong is a fairly good proportion. These 
are the lines of our treatment which consists in 
the co-operation of the physician and the surgeon, 
and that co-operation in these cases I think you 
will find ensures success. These cases were almost 
uniformly unsuccessful at the London Hospital 
| when I first began to inquire into the subject. 
The reason appeared to be that the surgeon ampu¬ 
tated the leg with all the aseptic precautions he 
could, but without taking any notice of the 
diabetes. He cut the leg off just as if it were the 
leg of an ordinary person, with very bad results. 
Some of them suppurated, and gangrene reap¬ 
peared in the flaps, and many of them got diabetic 
coma after the operation. I consulted with Dr. 
Robert Hutchison upon this point, and I forget 
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where we got the idea, but it was that no case 
should be touched by the surgeon until the urine 
was free of sugar, or until it had less than 4 per 
cent, of sugar. It is sometimes very difficult 
to get rid of the last 4 per cent. If you 
follow this rule in diabetics, their surgery 
is thereby rendered safe, in my opinion. I always 
transfer this kind of case to Dr. Robert Hutchi¬ 
son, and they remain under his care until he can 
guarantee that the urine contains less than 4 per 
cent, of sugar. Then I operate upon them, with 
the greatest possible care, to ensure asepsis. That 
point is sometimes forgotten, that a diabetic sub¬ 
ject is far more predisposed to suppuration than 
are other patients. You know that certain micro¬ 
organisms will not grow upon gelatine or agar 
unless you add glucose to the culture. So this 
man may be regarded as a very suitable culture 
medium for micro-organisms because there is a 
considerable proportion of sugar in his blood. His 
serum would be extremely favourable to the growth 
of anaerobic micro-organisms. You will, therefore, 
not find him safe for surgery until you have re¬ 
duced that proportion of sugar to the greatest 
possible extent. You will probably ask why I have 
amputated so high up, when the man will tell you 
the gangrene only had extended half-way along the 
foot. I never consent to amputate below the knee 
in this condition ; I think that is the lowest point at 
which you can successfully remove the limb in 
diabetes. I have seen people attempt a Symes’ 
amputation at the ankle-joint for it when there was 
gangrene of one toe. In such cases, what invari¬ 
ably happened was that sloughing and suppuration 
followed in the lower part of the leg. I have seen 
the operation done at the point of election just below 
the knee, but gangrene once more started in the 
flaps. So the lowest amputation which I think 
should be performed is a Stokes-Gritti (a supra¬ 
condylar amputation) just above the knee-joint. 
Some surgeons hold even this point to be too low 
down, and that the leg should be amputated in the 
thigh, but a Stokes-Gritti is the last good amputa¬ 
tion proceeding up the limb. This stump will 
bear pressure and blows on the end of it, and with 
an apparatus the patient can run. You see I can 
hit him on the end of the stump, and he will tell 
you that this produces no pain. In this operation 
the patella is left in the anterior flap; it is sawn 
in half and the cartilage removed, leaving a raw 


surface of bone. The femur is then sawn off 
above the condyles, and the raw bone-surface of 
the patella drops into position on the end of the 
shaft. Those surfaces unite together. As a result 
of this arrangement, this man will rest his weight 
on his knee-cap in his artificial limb, and this will 
secure strength and comfort; so that, as I say, he 
will be able to run. In any other kind of amputa¬ 
tion he would have to take the weight of his body 
on his tuber ischii and trochanter, and that is 
much less satisfactory and powerful. The vessels 
are always very diseased in diabetic gangrene, and 
consequently in any lower amputation than a 
Stokes-Gritti there is very great difficulty in getting 
a ligature to hold. In one case I even had diffi¬ 
culty in applying a ligature to the popliteal—the 
artery was so calcareous. 

The next case is a young man suffering from 
myositis ossificans traumatica ; that is to say, he 
has developed in the brachialis anticus muscle in 
front of his right elbow a bony mass. When he 
relaxes the muscle I can move it from side to side, 
but when the muscle contracts the lump becomes 
fixed. It is about the size of a hen’s egg, lies 
somewhat transversely in front of his humerus, and 
it is hard and bony. When I grasp his hand and 
tell him to flex his arm it fixes the bony tumour 
absolutely. This shows it to be in the brachialis 
anticus or in the biceps; but we can feel that it is 
not in the biceps. This condition was the result of 
a dislocation. I show you a skiagram of the elbow at 
the time of dislocation. The swelling was so great 
after the accident that I am sorry to say the disloca¬ 
tion was not recognised and reduced for three days. 
Here is a skiagram which was taken after it was 
put back, by which you see it went back into its 
right place. Then he was sent down to the out- 
; patient department to have massage in order to 
, restore the mobility of the arm, and gradually this 
, hard lump appeared in front of his elbow. A skiagram 
I taken of it recently shows a bony mass in that situa- 
| tion {vide figure). There are two kinds of myositis 
I ossificans. One is due to trauma, and of that this 
I is a very good example. The other kind is idio¬ 
pathic ; that is to say, it comes for no known 
i reason whatever. The traumatic variety follows 
; injuries to the periosteum, in which the muscles 
are bruised. One of the best examples I saw 
before this case was a man in whom a wheel 
passed over the front of his femur. He did not 
break his femur, but we suppose that the wheel 
bruised the periosteum and let loose osteo¬ 
blasts into the blood-clot in the crureus muscle, 
and that ossified. He had, as a result, a large 
osseous mass form on the front of his thigh, which 
was movable upon his femur, and which, when he 
fixed his thigh muscles, became fixed in a similar 
way to this case. I have seen another case exactly 
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similar to this produced by a dislocation. The idio¬ 
pathic variety starts as an inflammation, followed by 
ossification in the fibrous strands between the muscle- 
fibres, and it is first found in the back muscles. 
You must have seen cases of it in penny shows. 
They are exhibited as petrified people, and the 
condition gradually spreads. The last muscles to 
be ossified are the jaw muscles. Of course the 
patient does not long survive the ossification of 
these and of the respiratory muscles. There is 
nothing in common between these two conditions 
except the name, and except the fact that in both 
conditions the muscle is ossified. 

This girl is the subject of multiple tubercular 
lesions. The one I particularly want to show you 
is the right shoulder. The right shoulder is partially 


convexity to the right in the lumbar region and a 
convexity to the left in the dorsal region. The 
left hip is higher up than the right. Also she 
apparently has congenital ptosis of the left eye, and 
you will notice that the lid droops in a sleepy 
fashion. Further than that, she has, from the 
paralysis of the dilator fibres of the iris, contraction 
of the pupil on this side; the pupil is smaller on 
the left side than on the right. These signs lead 
I me to the conclusion that she has paralysis of the 
sympathetic on the left side, but there is no reason 
I which we can discover for this. Another method 
! of examining for sympathetic paralysis is to squeeze 
1 the lobule of the ear between your finger and thumb. 
The pupil should not dilate on the same side if the 
sympathetic be paralysed. The sensory impulse^ 



anchylosed. On moving her arm forwards and 
backwards it appears to be quite mobile, and one 
might easily suppose she had not anchylosis of the 
right shoulder ; but when I turn her round so that 
you can see the angle of her scapula, you will at 
once perceive that every movement of the humerus 
is accompanied by the scapula, and the mobility is 
really that of the scapula on the thorax. Therefore, 
in examining such a shoulder one must grasp the 
angle of the scapula in one hand and the arm in 
the other, and you will then find there is only a 
very little movement in the shoulder-joint. This 
condition came on quietly in this girl, and I have 
no doubt it is a dry tubercular arthritis of the right 
shoulder, chiefly for the reason that she has a 
tubercular hip upon the left side of very old stand¬ 
ing, and that tubercular hip has produced the usual 
scoliosis of the spine. You see her spine shows a 


pass up the fifth nerve into the medulla, and the 
reflex comes back by the sympathetic to the dilator 
fibres of the pupil. The pupil dilates from fear by 
the sympathetic and not by means of the third 
nerve, and, in such a case as this this dilatation 
should be absent on the left side. 

The next patient is a woman of about middle 
age who had a tubercular knee when she was 
fifteen months old. She is now forty-four. No 
care was taken to prevent that knee becoming 
flexed, and tubercular knees always have a tendency 
to become flexed. So you see this knee, which 
suppurated and was drained, became more and 
more flexed until it is well past a right angle, and 
the length of her boot was gradually increased to 
compensate for this shortening. I find it is now 
ten and a half inches from the sole of her foot to 
the ground. I show the case to impress upon you 
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the great importance of preventing such flexion as 
this. It must be guarded against for years after 
any operation has been performed on the knee- 
joint, and it is necessary that they should wear 
either a poroplastic apparatus—which is the best — 
and that will prevent after-flexion; or, if the patient 
could not afford that, she should at least have had 
repeated plaster-of-Paris splints. After the knee- 
joint has been excised, or if it has been drained, 
or in any of those conditions where it has become 
anchylosed it is necessary to guard against this 
flexion. Otherwise they must drag about with 
them for the rest of their lives a great boot like 
this. She complains that she is always putting her 
ankle out, and we are ordering her a new boot in 
place of this worn-out one; but I do not propose, 
nor would she consent, to an excision after all these 
years. 

The last three cases I shall show you are an 
interesting series of diseases of the sternum. There 
are practically two common diseases of that bone, 
although we might enlarge the list to several more. 
Those conditions are tubercle and syphilis. I have 
also a case of typhoid disease of the sternum to 
show you. This is a case of tubercle of the manu¬ 
brium. This little girl was admitted to my care 
two years ago for tubercular disease of the manu¬ 
brium, and I scraped out the carious bone and 
removed practically the whole of it. The tuber¬ 
cular material extended through into the anterior 
mediastinum, and there was a condition of tuber¬ 
cular mediastinitis. I scraped away as much of 
that as I dare, but when I found that the tubercular 
material extended further, and that I was already 
getting among the great vessels, I thought it was 
time I held my hand. She has done very well 
since, but the wound has not healed up, and you 
will see in the middle of where her manubrium 
should be an open tubercular sore. I propose to 
transfer her to the X-ray department, to see if the 
application of those rays to the surface will en¬ 
courage the healing up of the sinus. The other 
diseases of the sternum are typhoid periostitis of 
the sternum and syphilitic sternum. If you want 
to make the list more complete you may include 
aneurysm perforating it, and lympho-sarcoma of 
the glands of the mediastinum perforating it. I 
have seen recently an aneurysm perforating it and 
forming a pulsating tumour. A year ago I saw a 
lympho-sarcoma of the anterior mediastinum which 
had eroded the sternum and come through; but 
both those latter conditions are rarer than those I 
have here, but perhaps not rarer than this typhoid 
sternum. This man has three typhoid lesions, one 
of which is of the sternum. It is nine months 
since he had typhoid, and it was not until three 
months after he had apparently recovered that he 
developed his first swelling upon the chest. You 
will find that on the left side of his sternum, at the 
junction of the fourth cartilage with the sternum, 


there is a sinus which leads down to the remains 
of the chondro-sternal joint; I have removed half 
an inch of diseased cartilage and the adjacent bone 
of that joint. I scraped it out, and it is now heal¬ 
ing. The pus from that lesion was sent to Dr. 
Bulloch, who found it was a pure culture of typhoid 
bacilli. This patient has since developed another 
lesion on the cartilage of his ninth right rib, and 
there is another upon his left ulna, which I think 
is subsiding. He is coming into the hospital to 
have the rib abscess opened and scraped. These 
typhoid periostites are very interesting, and they 
sometimes persist for a great length of time after 
the typhoid itself has subsided. One man I saw 
three years ago had had an open sinus like that 
discharging for two years after his attack of typhoid, 
and Dr. Bulloch in that case examined the pus 
and found it still a pure culture of typhoid bacilli. 
The same bacilli have also been found in the gall-1 
bladder even years after an attack of typhoid. \ 
And it is said that when gall-stones occur in un¬ 
usually young people they can nearly always be 
traced back to an attack of typhoid in which a 
cholecystitis was set up, and that this in due time 
led to the gall-stones. A very interesting thing 
was told to me by Dr. Bulloch in connection with 
the case in which he found the typhoid bacillus 
two years after the typhoid had subsided, in the 
pus from a rib. In that case the typhoid bacilli 
cultivated from the pus were clumped by the man's 
own blood. Widal’s reaction was given in that 
way. And that is somewhat against the view that 
the clumping of typhoid bacilli by the blood-serum 
is a preliminary stage to their destruction, because 
this man’s own blood produced clumping, and one 
can hardly believe that it was capable of killing 
them afterwards ; at any rate, it had had plenty of 
chances of doing so in two years and did not 
appear to have succeeded. Dr. Bulloch also found 
that the liquor puris from the pus clumped the 
culture from the pus itself. 

The next is a common form of disease of the 
sternum. You will see upon the upper and right 
part of this manubrium a swelling, which was very 
much larger a week ago, and it is smaller now 
because he is very susceptible to iodide of potassium, 
for when he takes a few doses of that drug his 
lumps, of which he has had many, clear up. This 
swelling is firmly fixed to the sternum, but the skin 
moves freely over it. At its centre fluctuation is 
obtained, but the marginal part is hard and crater- 
like. You will find this is the commonest form of 
disease of the sternum, namely, syphilitic, and a 
common situation for it is in the manubrium. 
This ulcer on the right side of the forearm is 
rapidly healing, whereas a week ago it was in a 
sloughy condition. You will find he is suffering 
from two syphilitic testicles, which exhibit no 
testicular sensation, and which are rapidly sub¬ 
siding under the same treatment. 
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ON THE 

IMPORTANCE OF A PROPER RELATION 
BETWEEN LOCAL CONDITIONS AND 
THE GENERAL STATE OF THE PATIENT. 

A Clinical Lecture delivered at St. George’s Hospital, 

By SIR WILLIAM BENNETT, K.C.V.O., 
F.R.C.S. 


Gentlemen, —The importance of a careful com¬ 
parison between local conditions of disease and 
the general condition of the patient is a matter 
which should be always present in your minds in 
connection with the diagnosis and practical treat¬ 
ment of surgical disease. I think, therefore, we 
may profitably spend the time at our disposal this 
afternoon in a consideration of the question. 
First, as it has a very close bearing on the matter I 
am about to deal with, let me remind you of what 
I have constantly said before, that the proper 
attitude of the physician and of the surgeon in 
relation to disease is one of suspicion. No disease 
should at once be taken for what it seems to be; 
and under all circumstances the greatest possible 
care should be exercised in order to avoid, as far 
as possible, being misled by appearances, which 
are often in themselves deceptive, and which 
sometimes, if their relations are not properly ap¬ 
preciated, may lead you into considerable trouble. 
In order to introduce the subject, let me call your 
attention to a patient, whom most of you have 
seen in the course of the last few days, who was 
admitted on December 29th, into Cholmondely 
Ward with a small swelling of the foot. The 
swelling occupied the anterior part of the outer 
side of the foot, dipping towards the sole in such a 
way as to separate the metatarsal bone of the little 
toe from that of the bone next to it; projecting on 
the dorsum of the foot as well as on the plantar 
surface; having the sensation to the touch of a soft 
solid mass rather than a fluid one, although the 
whole thing was very elastic, and presenting the 
appearances of the kind of growth which is called 
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myxoma, which is, as you know, sometimes met 
with in this situation, although it is more 
commonly seen in relation with the great toe 
than in any other part of the foot. A myxoma 
is supposed to be one of the benign growths, but 
although it is benign, it has the habit, which 
many benign growths have, of recurring if any 
portion of it, however small, escapes removal, 
supposing that an operation has been done for 
the purpose of its cure. It is sometimes an 
extremely difficult tumour to remove completely; 
and it is generally a matter of some difficulty to be 
sure that one has totally removed it. Here, in 
passing, let me remind you that the mere fact that 
the tumour recurs after an operation does not 
justify you in labelling it as a malignant tumour. 
If the smallest portion of an innocent tumour is 
left behind the chances are that it will grow again, 
because you have not done your operation properly; 
the recurrence is not due to the malignancy of the 
tumour, but to the inefficiency of the operation. 
Now if this had been a case of an innocent tumour 
in the ordinary sense of the term, you would natur¬ 
ally have expected that the patient would show very 
little signs of constitutional disturbance. But as a 
matter of fact, this patient when she was admitted 
into the hospital looked very ill, and on inquiring 
into her case it was found that before she noticed 
this lump on her foot she had been losing flesh, 
and had been feeling generally out of sorts. She 
was a housemaid, and for some six weeks or two 
months she had been finding her work too much 
for her. Her indisposition, in fact, commenced 
before she noticed this small tumour of the 
foot. In a general way a tumour of this sort pre¬ 
senting itself in an ordinary patient would, of 
course, have been operated upon at once. Indeed, 
when I first saw this girl in the ward, before I had 
gone carefully into her case, she struck me as 
being one of those patients upon which we should 
probably operate in three or four days, get her well 
as quickly as possible, and send her out. But she 
was obviously suffering from a constitutional trouble 
far beyond that which was likely to be caused by 
this small tumour on the foot. That being the 
case, and having at that moment the proper surgi¬ 
cal mood of suspicion, we inquired very carefully 
into the past history, and further examined her. We 
then found that her left thigh was somewhat wasted, 
that the upper end of the left femur about the 


situation of the great trochanter was larger than 
that on the opposite side; and, on going still 
further, we found she had some paralysis of one of 
the ocular nerves—the sixth. Upon examining her 
carefully in other respects we found a movable 
mass in the abdomen. The whole question of 
the proper treatment of this case rested upon 
the fact, in the first instance, that the objective 
disease for which the patient came into the 
hospital, and which she regarded as her sole 
trouble, was not the cause of the constitutional 
condition in which she was; and the moment 1 
realised that the gravity of her constitutional state 
was altogether out of proportion to the local con¬ 
dition, or what was likely to arise from it, I set 
aside the question of operation, and watched the 
patient a little longer. Subsequent events showed 
the wisdom of this course, as other symptoms 
rapidly developed, notably optic neuritis on both 
sides, indicating pretty clearly the existence of a 
growth inside the skull; a little later evidence of 
pulmonary implication followed, and she is now 
dying. 

Here you have an admirable instance of a case 
which at first sight presented a simple benign 
tumour, apparently easily amenable to cure by 
operation, which was, however, associated with 
mortal lesions, the existence of which at first were 
only suspected on account of the disproportion 
between the constitutional state and the local con¬ 
dition. As I have already mentioned, unless we 
had approached that case in a very suspicious 
mood, we might have been led to operate, which 
would have been a deplorable course, because, be¬ 
fore the wound of our operation could have healed, 
evidence of the real hopelessness of the case 
would have showed itself, and we should have 
been guilty of a piece of grossly bad surgery. 
Unless we had examined her very carefully, we 
should not have detected that she was the subject 
of a general development of sarcoma, which is 
sometimes called sarcomatosis. 

Now let us take another instance. Not very 
long ago there was admitted into the Fitzwilliam 
Ward a man named Robert B—, an engineer. He 
came to the hospital on October ist, 1903, 
having been sent to me as a man who might be 
the subject of tuberculous disease of the knee. 
He had in the previous July fallen down the com¬ 
panion-ladder of a ship and hurt his knee. 
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Nothing very much happened at the time be¬ 
yond the ordinary pain which is associated with 
an injury of that sort, and so he continued 
at his work. But about two months before he 
came to the hospital he began to notice some swell¬ 
ing, particularly on the inner side of the knee, involv¬ 
ing apparently the whole of the knee-joint, in which 
there appeared to be some fluid. The pain which 
he had felt immediately after his accident passed 
off, as the pain of an injury generally does, and 
left him with a slightly swollen knee, which, as the 
swelling increased, became less mobile, as is the 
habit of joints to do. Later he began to fail in 
health, and did not quite feel fit for what he had 
to do; he became indifferent,'indolent, and lost 
flesh. He developed, in fact, some of the sym¬ 
ptoms indicative of tuberculosis. Digital examina¬ 
tion showed that the swelling involved the whole 
of the knee-joint, being a little more marked to¬ 
wards the inner side; on the whole, it had very 
much the feel of a knee which was the subject of 
tuberculosis. There was, however, neither tender¬ 
ness nor pain, except upon very forcible flexion; 
there was no heat apparent to the touch. 
Obviously, therefore, whatever was going on in i 
the joint was a very chronic condition, very quiet, 
and not likely, so far as one could ascertain, 
supposing it to be of a tuberculous nature, to have 
caused, at that period at all events, any great j 
constitutional disturbance or depression. But 
in reality the patient looked like a man with 
one foot in the grave; he was almost a skeleton, 
he was as anaemic as a person could well be, and 
he was very feeble and weak, although there was 
no temperature, or anything of that kind to 
account for such acute constitutional depression 
in association with a local condition which in itself 
appeared quiescent. Although I started with a 
bias in favour of the case being one of a tuberculous 
knee-joint, directly I examined the patient and 
had considered his constitutional condition, there 
appeared to me to be a disproportion between the 
local condition and the general constitutional 
state; it appeared to me that his general con¬ 
stitutional state was altogether worse than it 
ought to have been from a knee-joint in the con¬ 
dition which it presented, supposing it were the 
seat of tubercle. Here again comes the import¬ 
ance of a proper surgical mood of suspicion, which 


and upon this careful examination I found that 
in certain parts, at least so it seemed to me, 
there were hardnesses with rather abrupt edges, 
especially towards the upper end of the swelling, 
which one does not generally feel in tuberculous 
joints. Finally we arrived at the conclusion that 
although the condition of the knee so closely 
resembled in many respects a joint affected with 
tubercle—and I have never seen a knee so closely 
resembling one affected with tuberculous disease— 
the disease was malignant. I proceeded, therefore, 
on that supposition. Seeing the extremely bad con¬ 
dition of the patient generally, I set aside altogether 
the question of the case being one of tubercle, be¬ 
cause I felt whatever the disease was the thigh 
should be amputated, and that no temporising 
measures should be taken with regard to the treat- 
; ment of possible tubercle. Myimpression here again 
proved to be true. After a consultation we incised the 
joint and found an extensive sarcomatous condition 
of affairs, a periosteal sarcoma involving—a very rare 
condition—the synovial membrane of the knee- 
joint, and it was this involvement of that membrane 
which gave rise to the extraordinary resemblance 
to tuberculous disease. I was right in coming to 
the conclusion which I did, that the disease was 
not tubercle but that it was malignant, a conclusion 
which was suggested to me in the first instance 
simply by want of the proper relation between the 
local and the general conditions. 

At about the same date there was a patient, 
a little younger, under my care suffering from 
an obviously tuberculous knee, and on com¬ 
paring the two patients it was easy to see 
the difference between them with regard to the 
relation between the constitutional state and the 
local condition. The tuberculous boy had a knee 
of very much the same appearance and aspect is 
that which existed in the case I have described; 
there was not much pain or tenderness; he could 
bear a certain amount of movement, but less than 
the other patient; there was a very slight sensation of 
| heat to the touch, and the temperature was a little 
raised. But instead of being a wasted, washed-out 
looking person, such as the other man was, this 
boy, although it is true he was thin and a little 
anaemic, always had a slight flush on his cheek 
| and his pulse was quick. He was in a constitu- 
| tional state which was quite consistent with the 


led me to examine the joint very carefully, j condition of the knee, seeing how very distinctly 
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tuberculous the knee was. So in the latter case 
no question arose, although the two cases were 
very good ones to see together for purposes of 
comparison. 

Let us take another case or two, because actual 
examples are always very useful; once you get a 
definite idea in your mind from a certain number 
of examples, you are not likely to lose it in the 
way which often happens when you are merely 
told of these things in the academic way. A 
man about fifty years of age was sent to me 
with a growth of the rectum; the object of his 
being sent was that it should be removed.. It was 
quite a small growth, and it was easily removable 
in a surgical sense. If there was ever a case of 
carcinoma of the rectum which was a justifiable 
one for the treatment so far as the local condi¬ 
tions were concerned, this was the case. The 
man had suffered from no signs of obstruction, he 
had suffered no pain, the disease had been dis¬ 
covered quite accidentally not more than a week 
or so before I saw him, and at the time that I saw 
the patient he had himself no idea of the nature 
of the ailment. Now, under ordinary circum¬ 
stances, in disease of the rectum so early as that 
the constitutional condition of the patient is hardly 
affected at all, probably not at all, and had this 
patient been in a robust state of health I should 
no doubt have proceeded to the removal of the 
tumour, which could have been completely extir¬ 
pated. And I daresay that, so far as the operation 
was concerned, he would have progressed well and 
would have made a rapid recovery. But he was 
not a robust person, and upon going into the case 
and upon looking at the man, I again came to the 
conclusion that what I felt in the rectum was not 
by any means sufficient to account for the rapid 
decline in health which he had been undergoing 
in the course of the last three months, because he 
had lost something like two stone in that time; 
he had become weary-looking and haggard, and 
altogether seemed like a man who was the subject 
of a very serious illness, which could only be 
accounted for by the existence of some condition 
of things far in excess of anything like this small 
lump in the rectum. Approaching the case 
in this suspicious way, it appeared once more 
to me that there must be something behind all this 
which would probably make the performance of 
an operation useless, and I have a strong feeling 


always, as most of you know, against the perform¬ 
ance of any of these operations unless there is a 
reasonable certainty that the operation is going to 
do the patient real good. Judging from the con¬ 
dition of this patient, it did not seem to me that, 
however freely and nicely I removed this disease, 
I should be doing any material good; because it 
did not seem possible that I should be removing 
the cause of his illness. Having that in my mind I 
examined him most carefully, especially about the 
abdomen, because my feeling was, in the face of 
this disease of the rectum, associated with such a 
rapid failure of health and loss of weight, that he 
had probably malignant disease of the liver, which 
as you know is one of the commonest associations 
of carcinoma of the rectum as a secondary con¬ 
dition. It is always a matter of great importance 
to very carefully examine the abdomen, especially 
the hepatic region, before you think of dealing 
radically with anything like carcinoma or any other 
form of malignant disease about the rectum. 
Because, obviously, it is mere cruelty to subject a 
patient to an operation of some severity, some¬ 
times indeed an operation of very great severity, 
for malignant disease of the rectum, if there should 
by chance be at the same time malignant disease 
of the liver, which would, in fact, be a far more 
serious thing than the disease for which the opera¬ 
tion was proposed. I had this secondary hepatic 
disease in my mind, but I could find no evidence 
of it. I examined the patient most carefully on 
several occasions without finding any evidence of 
it. Still, there was the serious condition of the 
man which could not be denied, and I determined, 
much against the will of the patient and of those 
associated with him, that an operation was not the 
right proceeding to adopt, because I felt that his 
general condition was of a gravity which was out 
of all proportion to the local condition in the 
rectum. There again my conclusion, fortu¬ 
nately for me, proved to be the right one, 
because although at the time of my first examina¬ 
tion I could find no evidence whatever of any 
disease in the abdomen or the parts about it, 
in the course of a fortnight, that is to say, 
just about the time when my operation would 
have been progressing towards healing, and I 
should have been congratulating the patient upon 
the fortunate issue of his case, irregular nodules of 
disease could be felt on the surface of the liver. 
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The only reason I refused to operate here was 
because I felt certain that the general condition of 
illness, which was obviously grave, did not depend 
merely upon this small mass of carcinoma in the 
rectum, which it was proposed to remove. Never 
forget that you must treat disease as a very im¬ 
placable enemy who will get the better of you 
unless you are thoroughly wide awake; and it is in 
this class of case, in which operation appears to be 
tempting and simple, that it is possible to lose 
sight of the fact that you are dealing with a very 
subtle affair which may have issues far more im¬ 
portant than the mere objective conditions may 
indicate. Hence at times, in the enthusiasm of 
inexperience, you may be led to perform an 
operation in a case of this kind which is quite un¬ 
justifiable and productive of disaster. Such a case 
once misled me ; it is many years ago now. A 
patient was admitted into St. George’s Hospital 
with a small tumour on the anterior abdominal 
wall to the left of the umbilicus. As the tumour 
was small, it seemed to me that its removal would 
be a very simple matter. But the man was ill; at 
times he suffered from “acute indigestion,” and 
altogether was rather a miserable-looking person. 
Still, the tumour was small, and was easily remov¬ 
able—at least, so it appeared to me ; and, as the 
man attached some importance to it, I thought it 
ought to be removed. I did not quite realise then 
the importance of the want of proportion between 
a small tumour on the anterior abdominal wall and 
the rather grave general state of the patient’s 
health, so I removed the tumour. It proved to be 
a mass of epithelioma near, but not at, the 
umbilicus. The operation went very well; the 
growth extended, it is true, a little deeper than I 
expected, but of course malignant tumours some¬ 
times do that, and it did not surprise me that I had 
to peel the peritoneum off the back of this mass 
before I could get it away. The wound healed 
very nicely, but the man did not improve, indeed 
he became rather rapidly worse, and to make a 
long story short, about four weeks after the 
operation he died from acute gastric symptoms 
and cardiac failure. What I had removed was 
a nodule of malignant disease which was merely 
an outlying part of a very considerable mass 
of malignant disease inside the belly, which 
involved the pyloric end of the stomach and 
under surface of the liver, lying so far back that I 


could not feel it upon abdominal palpation. And 
as the tumour seemed small and I could feel 
no secondary mass—as a matter of fact I was 
dealing with a secondary mass—I attempted to re¬ 
move it. Just at the time when, under ordinary 
circumstances, the patient would have been sent 
out of the hospital well, after such an operation, 
symptoms showed themselves which made it clear 
that he was suffering from some grave disease of 
the abdomen, and he never left the hospital alive. 
That w r as bad surgery; nothing could have been 
worse. It was the best at the time according to 
my lights, but it was bad. I had not recognised the 
importance at that moment of keeping in view the 
fact that when grave constitutional symptoms exist 
with a local lesion, there must be something about 
the local condition sufficient to account for the co¬ 
existing grave constitutional state to justify you in 
thinking that removal of the local disease will cure 
the patient. This is really a matter of common 
sense, and it is a capital common-sense maxim to 
bear in mind. 

I could give you many other instances, but per¬ 
haps one more will be enough. It is a very striking 
one. An old lady, eighty years of age, consulted 
me with a view to the removal of a small papilloma, 
a mushroom-shaped growth, with a very raw surface, 
from the trunk just behind the right sacro-iliac 
joint. She was very ill, in continual pain, and as 
miserable as could be. She had lost flesh very 
rapidly for some time, and although there was 
this sore and painful mass placed at the spot I have 
mentioned, I could not bring myself to believe 
that her general condition was dependent upon 
that, although she, declared that she was perfectly 
well in every other respect. However, not being con¬ 
tent with that assurance, and being still suspicious 
after one’s experience of things of this sort, we 
examined her very carefully, and found that she 
had a carcinoma of the uterus To that her 
general illness was due, and it had nothing what¬ 
ever to do with the papilloma which she was 
anxious to have removed. In that instance it is 
true I removed the papilloma, because it was very 
painful, and only a slight operation was neces¬ 
sary to get it out of the way. But that was a 
very different thing from operating with the idea of 
curing the patient by its removal. She did very 
well after the operation, and she is, I think, still 
living, but she is, of course, gradually getting 
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worse from the effects of the carcinoma of the 
uterus. 

All the cases I have mentioned now have been 
instances of malignant disease, because they hap¬ 
pened to show very plainly the lesson I want to 
drive well home. But you must not suppose that 
the question under consideration is confined to 
malignant disease; it may arise in a variety of 
cases with which you have to deal. A small 
abscess, for an example, sometimes apparently of 
no importance, will be associated with a constitu- j 
tional condition of the gravest kind. When that 
is the case you may be sure that either that small 
abscess has nothing to do with the general state of 
illness, or if it has, that it is merely a part of some 
grave underlying condition which is sufficient to 
give rise to the constitutional trouble from which 
the patient suffers. I have known an instance in 
which an acute attack of retention of urine, easily 
relieved by catheterisation, associated with a con¬ 
stitutional depression altogether out of proportion 
to the bladder trouble, was the only indication of the 
onset of gangrenous appendicitis of the worst kind. 

I hope the cases which I have related will be suffi¬ 
cient to impress upon you this most important 
clinical fact, that there is in the ordinary course of 
surgical disease a distinct relation between the 
local condition and the general state. A bad local 
condition is generally associated with a bad con¬ 
stitutional state. When a trivial local condition is 
associated with a grave constitutional state, it should 
lead you to be suspicious and to search further for 
an explanation of the gravity of the case. How¬ 
ever you apply that principle you will always find 
it useful, and on many occasions it will save you 
from getting involved in serious difficulties, not only 
with regard to the diagnosis of disease, but also in 
connection with its treatment. I do not know any 
more important simple common-sense point in the 
practice of surgery than this. And, judging from my i 
experience as I go about the world, I am bound to 
say that there are few things which people seem so 
commonly to disregard as this relation between the 


“INTERNAL SECRETIONS” IN 
DISEASE AND IN TREATMENT. 

A Clinical Debate held under the auspices of the Chelsea 
Clinical Society. 

DR. VINCENT DICKINSON, President, in the 
Chair. 

Sir Lauder Brunton, F.R.S. Professor Hewlett. 

Sir Victor Horsley, F.R.S. Dr. Hale White. 

Dr. H. D. Rolleston. Dr. J. R. Bradford, F.R.S. 

Dr. A. E. Wright. 

The President said he would be voicing the senti¬ 
ment of the meeting when he offered a most cordial 
welcome to those distinguished colleagues who had 
taken the trouble to come to deliver addresses on the 
subject of the debate, and to those visitors who were 
not members of the Society the welcome was also 
extended, especially as the dinner of the Medical 
Society of London constituted a counter attraction. 
The Chelsea Clinical Society’s Debates had always 
been a special feature of the Society, and the 
Council had always been anxious to choose subjects 
on which the knowledge of the profession seemed 
to be imperfect, and on which, therefore, it was 
desirable to throw as much light as possible. For 
instance, debates had been conducted on the sub¬ 
ject of cancer, the treatment of tuberculosis, rheu¬ 
matoid affections, and glycosuria: and on the 
present occasion the Council had chosen the sub¬ 
ject of internal secretions, partly because it was 
felt that more elucidation was required on the 
subject, but partly also because it appeared to open 
up a vista of therapeutic success far beyond what 
had been already achieved by the old pharmaco¬ 
logical regime. He would first of all call upon Sir 
Lauder Brunton. 

Sir Lauder Brunton : Mr. President and 
gentlemen, I must first of all be allowed to con¬ 
gratulate you upon the selection of such an inter¬ 
esting subject, which is certainly, as your President 
has said, not only one of the most interesting, but 


local and the general state in diseased conditions. 

Chesterfield Street, W,; 

April 2 $th , 1904. 

The third edition of * Materia Medica, Pharma¬ 
cology and Therapeutics,’ by Dr. C. D. F. 
Phillips, has just been issued by Longmans, Green 
& Co. 


promises to be one of the most fruitful in thera¬ 
peutic results. In commencing this debate I trust 
you will bear with me if I begin by making some 
observations that may at first appear to have very 
little bearing upon the subject in hand. I dare 
say many of you have been lately at Victoria 


Station, and been struck with the energy displayed 
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there in driving piles; and yet, in spite of all the 
expense and of the expenditure of energy, there is 
nothing to show for the work done. And yet that 
work has not been without value; they have been 
laying foundations of a big structure which has yet 
to be built. And in beginning the discussion to¬ 
night I have thought it better to take a general 
view of the subject, leaving to those who will come 
after me, and who are better qualified than I am 
by their personal experience, to speak upon certain 
points, and to confine myself rather to certain 
general things which will, I think, ultimately bear 
very closely upon the matter we have to deal with 
to-night. My old teacher, John Goodsir, used to 
dwell very much upon the spiral in medicine. We 
certainly seem to find the spiral, not only in the 
evolution of the elements as shown by Crookes, 
but in the development of human thought. We 
find that the ideas of one age come up again and 
again with a certain variation. They appear, they 
disappear, and they reappear; not always in the 
same form, generally with a certain amount of pro¬ 
gress. If we take the subject we are going to deal 
with, the internal secretions and their use in 
medicine, we find that savages from time imme¬ 
morial have been accustomed to eat parts of the 
animals they slew or of the foes with whom they 
had to fight in order to gain for themselves the 
bravery and quickness of action or the strength of 
these animals or foes. So we may put at the lowest 
part of the spiral the savage, and at the top we may 
put ourselves. Intermediate between those we find 
various stages of evolution, and more especially we 
may say we find the idea of fermentation. Two 
hundred and fifty years ago Van Helmont said that 
life was a process of fermentation, but for a number 
of years this idea fell into abeyance. It was taken 
up again by Claude Bernard, who said in one of his 
books : “ Nutrition, according to us, depends on a 
fermentation, or rather a series of fermentations.”* 
Now, the first person to whom we may say we owe 
the idea of using external secretions or parts of 
the body in a scientific way was Corvisart, who 
used the pepsin, or rather I should say the gastric 
juice, of animals as a remedy. And I may say 
that one of the earliest attempts to use parts of 
animals in a scientific way was the attempt I made 
myself in 1873 t0 treat diabetes by raw meat, 


intending by its use to supply to diabetics a gly¬ 
colytic ferment which I had found to a certain 
extent to be present in raw meat, and remedy the 
absence of glycolytic ferment, which I believed to 
be the cause of many cases of diabetes.* This 
treatment was not, however, sufficiently successful 
to gain widespread use, and it was not until Brown- 
Sequard brought before the medical profession 
the benefits which he said he had received from 
the injection of extracts of testicles that the method 
of using parts of the body as a remedy came into 
vogue, f It was not, however, so much to Brown- 
Sequard as to his great predecessor in the Chair of 
Physiology in the College of France, Claude 
Bernard, that we owe the idea of internal secretion, 
because it was Bernard who first gave us a well- 
marked example of it. Up *to his time the liver 
had been looked upon as an organ which was of 
great size but of very little value. The ancients 
no doubt assigned to it a very important place 
in the animal economy, but for a couple of 
hundred years before Bernard’s time it had been 
looked upon rather as an impostor, its sole function 
being to secrete bile, which was of very little use 
in the process of digestion. Bernard showed that 
while the liver secreted bile, which was poured 
out of the body, inasmuch as it was poured into 
the intestinal canal, its great function was not the 
secretion of bile but the preparation of glycogen 
and the giving off of glycogen to the tissues 
according to the needs of the individual. Brown- 
S^quard thought that other glands also formed 
at the same time an internal secretion as well as 
an external secretion. Now perhaps you will 
bear with me if I pass from the subject of secre¬ 
tions and from the ferments they contain to the 
general question of ferments. It was only about 
the beginning of the last century that it was 
found definitely that germinating barley yielded 
a watery extract which would convert starch into 
sugar. About twenty years afterwards the chemi¬ 
cal substance diastase, which had the power also 
of converting starch into sugar, was separated 
from this watery extract. Similar substances were 
separated from the saliva, from the gastric juice, 
and from the pancreatic juice. In 1854, and from 
thence onwards, Claude Bernard was accustomed 

* ‘ Brit. Med. Journ./ February 21 st, 1874. 

f ‘Arch, de Physiol, norm, et path./ 1889, p. 651; 
* Lancet/ July 20th, 1889, etc. 
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to distinguish between two classes of ferments ; 
the organised, such as yeast, consisting of living 
organisms, and the organic, which were chemical 
substances, such as diastase, the ferment of yeast.* 
Some little time afterwards Pasteur took up the 
question of fermentation, and he was very much 
in favour of regarding every fermentation as due 
to a specific living organism. For a long time a 
great dispute raged between Pasteur and Liebig, 
because Liebig, knowing the existence of diastase, 
and having himself separated from bitter almonds 
another ferment emulsine, which would split up 
the bitter almond, was convinced that in order to 
have definite fermentations it was not requisite 
to have definite organisms. Now the dispute has 
been settled, because we now know that the 
fermentation produced by those minute organisms 
is due to the organic but unorganised ferments 
which they produce. These are of two kinds: 
they may be either excreted from the cell-body, 
or they may be retained within the cell-body, and 
only yielded up when the cells are broken to 
pieces. As an example, we find that yeast will 
yield an inversive ferment, which is excreted and 
passed out from the cell-body; but the ferment 
which changes sugar into alcohol is retained in 
the cell-body, and the yeast is only yielded up 
when the cell-body is broken to pieces. I think, 
if you will excuse me, I will mention that again 
one of the first experiments on the subject of the 
excretion of ferments by bacteria was one by Dr. 
Macfadyen. and myself, in which we found that not 
only do bacilli excrete peptonising ferments, but 
that these bacilli have the power of adapting the 
secretion of ferment to the medium upon which 
they grow,f in almost exactly the same way as 
Pawlow X has recently shown that the pancreas of a 
dog will adapt itself to the food upon which the 
animal has fed, secreting a glycogenic ferment 
when the animal is fed upon starch, secreting a 
proteolytic ferment when fed upon meat, and 
secreting a ferment which will split up fats when 
the animal is fed upon fats. A great question 
arises as to the fate of these ferments, and we owe 
a great deal to Kiihne, who showed that in the 
glands themselves the ferments are not preformed, 

* 4 Ph^nomenes de la vie,’ 1879, tome 2, p. 387. 

t * Roy. Soc. Proceed./ 1889, vol. xlvi. 

t Pawlow, ‘The Work of the Digestive Glands/ p. 41. 
London : C. Griffin & Co., 1902. 


but in the stomach and in the pancreas substances 
are present which will split up and yield an active 
ferment. In the walls of the stomach we find that 
chloride of sodium and water are present, but in the 
process of digestion they form hydrochloric acid, 
which passes into the cavity of the stomach, 
and sodium hydrate, which passes out into 
the blood, increasing the alkalinity of the 
blood and the alkalinity of the urine during 
digestion. At the same time, in the walls of the 
stomach is present a substance called pepsinogen, 
and this splits up in a similar way, yielding pepsin, 
which passes into the stomach, and something else 
which we may designate X. This passes out into 
the blood, and we really do not know at present 
what the substance is, nor what becomes of it. 
Pepsin gets destroyed by the pancreatic juice as it 
passes down the intestine; but what is to destroy 
the pancreatic juice? There are three ferments 
present in it: one which will break up fat, one 
which will break up starch, and one which will 
break up almost any form of albuminous substance. 
We find in almost every organ of the body that 
a diastatic ferment which will convert starch or 
glycogen into sugar is present, and it is excreted 
in the urine. It is probable that the ferment 
which will break up albuminous matter may be 
separated from almost every organ in the body ; 
but if it were present as a ferment the whole body 
would be destroyed. I do not know whether any 
of you went to the College of Surgeons yesterday 
to listen to Mr. Mayo Robson’s lecture upon the 
pancreas, but he mentioned there that fat necrosis 
was to a great extent due to the absorption of 
steatopsin from the pancreas, and its action upon 
fat in the body. It would seem from recent re¬ 
searches that these ferments, which are excreted 
into the intestine, after their absorption into the 
blood, meet with certain anti-bodies, and again 
become re-combined to form zymogens. Zymogen 
is a general name which Kiihne gave to those 
substances which will yield on biing broken up an 
active ferment, whether that ferment be one which 
will act upon sugar, upon starch, upon albuminous 
matter, or upon fat. 

Now, we do not know, as I have said, what 
these anti-bodies are, but it would sometimes seem 
that those anti-bodies may really be active fer¬ 
ments, and that in the case of the pancreas, while 
it is pouring out into the duodenum a secretion 
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which will convert starch into sugar, it is pouring | 
out through the lymphatics into the blood another I 
ferment which will destroy that very sugar and 
allow it to undergo combustion in the body. We 
have here, then, in the pancreas apparently a 
double secretion—one of which we may term the 
external secretion,—because we may look upon the 
interior of the alimentary canal as a continuation 
of the skin, and regard the excretion of a liquid 
from a gland into the alimentary canal as being of 
the same nature as the excretion of water from 
the surface of the skin; and regard it as an external 
secretion as distinguished from an internal secre¬ 
tion, where the fluid from the gland is not poured 
out upon a free surface, but into the blood. So in 
the case of the pancreas we have these two. 


I comparative failures, and it was Brown-S6quard*s 
I experiments with extract of testicle which drew 
attention to the method of using extracts of other 
organs than the alimentary tract. These experi¬ 
ments have been repeated by others with a certain 
amount of success, and from the juice of testicles 
a certain chemical substance has been separated, 
known as spermin, prepared chiefly by Poehl, of 
St. Petersburg; and this has been used with a 
fair amount of success—not a striking amount, but 
I should say with a definite amount of success—as 
a nervine stimulant. The most striking of all the 
internal secretions, however, is that of the thyroid 
gland. The experiments first of all of Schiff, which 
were for a long time forgotten, showed that this 
gland is of great importance to the life of the 



Apparently these two secretions are dependent 
upon different parts of the pancreas, the external 
secretion depending on the ordinary follicles of the 
pancreas, which are built upon the same plan as 
those of the salivary glands, and the internal 
secretion being formed by the so-called islets of 
Langerhans, which are scattered throughout the 
substance of the pancreas. In the case of diabetes, 
then, we seem to have a disease depending upon 
failure of the internal secretion, which in health 
tends to break up the sugar in the blood and to 
allow it to become oxidised ; for sugar, as such, 
undergoes oxidation with great difficulty in the 
blood, whereas lactic acid, which it will yield, will 
undergo combustion with comparative ease. 

As I have said, however, my own attempts to 
supply a glycolytic ferment in cases of diabetes by 
giving raw meat, although not entire failures, were 


animal. These were repeated, or at any rate other 
experiments were made, by excision, by Reverdin, 
by Kocher, by Horsley, and others, and these 
showed the connection between the thyroid gland 
and the condition known as myxoedema. Schiff 
found that myxoedema was prevented by the en¬ 
grafting of a piece of thyroid into the animal. 
But this plan was not used in medicine, though 
we shall probably hear of this more fully from 
Sir Victor Horsley. Murray, of Newcastle, injected 
the extract from the thyroid, and Hector Mackenzie, 
I think, was the first to use it internally. Its effect 
has been very marked indeed in cases of myx¬ 
oedema. In cases where we find a hypertrophied 
thyroid instead of an atrophied thyroid, as in 
exophthalmic goitre, we get a very marked series 
of symptoms. I had occasion once to see nearly 
all those symptoms, with the exception of the 
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enlargement of the thyroid and the protrusion I 
of the eyeball, produced by an over-dose and 
over-long continuance of thyroid administration for 
myxoedema. The patient was a lady who lived 
about twelve miles distant from Shrewsbury, and 
suffered markedly from symptoms of myxoedema. I 
prescribed five grains of thyroid gland in the form i 
of a tabloid three times a day, and told her to go 
to Shrewsbury at least once a fortnight to see her < 
doctor, and not to omit to do so, so that he might | 
know when to stop it. I saw no more of the patient | 
for more than six months, when she came to me > 
with an entirely different set of symptoms than 
those for which she first consulted me. Formerly 
she was always cold; when she lay in bed she 
was obliged to have many clothes upon her, and 
could not go to sleep without having her feet 
covered with socks. She was slow in her move¬ 
ments and her speech, and her skin was cold. 
But when she came back to me at the end of 
six months her pulse was exceedingly quick, the 
skin was hot and moist, she had become ex¬ 
ceedingly nervous, and instead of being so cold j 
as to be unable to sleep without many clothes | 
upon her, she was now too warm, and could not ' 
keep cool. Even in winter one blanket sufficed, 
and she was sometimes obliged to get up in the 
middle of the night and walk about the room so 
as to cool herself before she could get to sleep 
again. There was also well-marked tremor of 
the hand, such as you see in exophthalmic goitre; 
showing clearly, I think, that most of the sym¬ 
ptoms of exophthalmic goitre are due to actual 
poisoning by the internal secretion of the thyroid 
gland. In cases of exophthalmic goitre I used 
to depend very much upon bromides and upon 
lime in one form or another, and sometimes I i 
seemed to see good results from these; but the 
results were not so well marked or pronounced 
as one would have liked. I have since tried 
extract of supra-renal capsule, and that, I think, 
produced a certain amount of benefit. I have 
tried thymus, but my results have not been very 
good with that either, and the remedy on which I 
place most reliance is complete rest in bed for 
several months. Extract of supra-renal capsule 
has an almost entirely different action upon the 
blood-vessels and upon the heart from the extract 
of thyroid. The latter is one of the most marked 
vaso-diiators I know, and it is exceedingly useful in 


cases where the fingers* become dead in winter¬ 
time, or where the patients suffer from chilblains. 
By putting them upon small doses of thyroid 
extract the vessels of the fingers become 
dilated and chilblains thus prevented. Extract 
of supra-renal capsule contracts the vessels to an 
enormous extent, and also stimulates the heart; 
so between the two the blood-pressure becomes 
very much raised indeed; in fact, I know no 
drug which will raise the blood-pressure to 
such an extent as supra-renal capsule, except 
nicotine. One does not know at present whether 
the nicotine which people take in smoking may 
not be an adjunct to the action of the supra¬ 
renal capsules in keeping up the blood-pressure 
and so maintaining the general arterial tension 
and consequently the vigour and power of the 
individuals. 

Another question arises in connection with the 
agitation in relation to youthful smoking. If 
supra-renal extract counteracts the effects of thy¬ 
roid, may not nicotine do so also to a certain 
extent ? One of the uses of thyroid is to in¬ 
crease growth. Its effects are more marked in 
cretinoid dwarfs than in others, but I have seen 
marked growth following the administration of 
th) roid extract in a child which was not cretinoid. 
It may be said that this was post hoc and not 
propter hoc. But I think it was propter hoc. And 
the idea occurs to me that it is possible juvenile 
smoking may have the effect of counteracting the 
effect of some of the glands which would naturally 
tend to cause growth, and may thus tend to 
stunt the growth of the child. It is the pitui¬ 
tary body which seems to be the gland which 
regulates the growth of the child, and disease 
of it is often followed by acromegaly, and also 
by the enormous growth of the patient, so that 
he becomes a giant. Ovarian extract has been used, 
especially in cases of women at the menopause, 
and I think I have seen sometimes a certain 
amount of benefit by giving ovarian extract in 
cases where women were complaining very much 
of the flushes of heat which are so common at 
the menopause; but the results I have obtained 
were not very marked. 

The kidney is another organ which seems to 
have an internal secretion as well as an external 
one. Its internal secretion is one which deserves 
I a great deal of attention, and requires a great deal 
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more research than it has yet received, because the 
kidney consists of two parts, the cortical and the 
medullary, and we do not know whether these 
both secrete an enzyme or whether they secrete 
the same form of enzyme. Schmiedeberg separated 
from the kidney an enzyme to which he gave 
the name histozyme. This enzyme has the power 
of changing benzoic acid when glycol is present 
into hippuric acid. But he found that the kidney 
had a double action. If you pass through thfe 
kidney a stream of blood containing benzoic acid, 
you get the benzoic acid transformed into hip¬ 
puric. But if hippuric acid is passed through the 
kidney in the blood, it is split up again and benzoic 
acid formed. Histozyme will act upon benzoic 
acid and transform it into hippuric acid just as 
the kidney itself does when the blood with 
benzoic acid is perfused through it; and this 
enzyme, when injected into the blood, seems to 
have the power of stimulating metabolism and 
producing actual fever. Now a question arises 
here which will require to be settled before we 
know exactly what to do with our patients, viz.: 
How far are these enzymes actually re-converted 
simply into innocuous bodies in the blood, and 
how far are they re-excreted by the gland by 
which they have been originally formed ? Because 
the bile which is secreted by the liver consists 
of two parts; it consists of bile which has been 
freshly formed by the liver, but it also consists 
of bile which has been absorbed from the duo¬ 
denum, and which is being again excreted by 
the liver. And it seems highly probable that 
all glands have the power not only of forming 
enzymes, but of re-excreting them. Probably the 
enzymes which they excrete into the intestines 
are re-absorbed, converted into zymogens, passed 
to the gland again, and decomposed, and there the 
enzymes are formed again. I raise this question 
because I think it highly probable that some of the 
other’ speakers who follow me may be able to 
answer it. Anyone who can answer it will add 
greatly to our power of treating disease. 

I have already kept you too long, and I must 
simply conclude by saying that I think that with 


Sir Victor Horsley : Mr. President and gentle¬ 
men, I thank you very much for the invitation to 
take part in this debate, and I am specially glad of 
the opportunity, because within the last two years 
—and this being a clinical society, it is an apposite 
place to bring forward the subject—I have come 
across two instances of a thyroidal condition which 
I I have been looking for for some time, but which 
it has never previously been my good fortune to 
j meet. But for a long time also I have been very 
| anxious to discuss in a medical society the ques¬ 
tion of internal secretion almost entirely from the 
j point of view of the thyroid gland—the question 
of internal secretion from a rather different aspect 
to that in which it is most familiar to us. After 
all the work that has been done on the thyroid 
gland, and after all the well-known clinical results 
obtained by the use of thyroid extract in a disease 
like myxcedema, I think we have rather got the 
idea clinically that when we think of an internal 
secretion and its alterations by disease we think 
only of its banishments. For instance, with regard 
to the thyroid gland, I think that at the present 
time our idea of the internal secretion of that gland 
being altered by disease is simply that it comes to 
an end. I want to-night to suggest to you that 
there is not merely this negative side of internal 
secretion, that the positive side is as important 
clinically; and I shall hope to lay before you facts 
in support of that. That we have got not only to 
think of the internal secreting glands when diseased 
as no longer able to furnish us with useful in¬ 
going material, but that in the process of becoming 
diseased—because nothing happens suddenly— 
there is poured into the circulation not merely a 
certain amount of normal secretion, as you can 
imagine might still be produced; but there are 
also poured into the circulation aberrant and 
poisonous substances. And so internal secretion 
from a pathological standpoint we must consider 
in these entirely different ways—rfirst, on the nega- 
1 tive side, viz. the abolition of its service to the 
physiology of the body; and secondly, the produc¬ 
tion of a distinct poisonous substance. I want to 
suggest to you that in certain well-known condi- 


increased knowledge of the enzymes formed by 
the glands,* of their re-absorption, the changes they 
undergo, their re-conversion into enzymes, and their 
action and fate in the tissues and blood our powers 
of treating disease will be enormously increased. 


tions, like simple goitre, there is ample clinical 
evidence of such poisoning going on, and we have 
in our hands a very simple means of treating the 
same. I mention treatment because I understand 


this debate is not confined to the pathological or 
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scientific standpoint, but that the subject may be 
viewed also from the clinical and therapeutical ' 
standpoint. 

I am much obliged to Sir Lauder Brunton for 
already dealing with the subject from the point of 
view of the pancreas, because there is a close j 
parallelism between the thyroid gland and the I 
pancreas. The pancreas, of course, has a true | 
external secretion. Its acini pour their secretion 
out through a duct on to the surface of the body. 
The thyroid gland also has acini, as you well 
know, and the colloidal substance is secreted into j 
the interior of those acini. That constitutes the 
external secretion of the thyroid gland. And, as 
Dr. Baber showed many years ago, there are islets 
of epithelial cells in the gland, and these islets in 
all mammals are supplemented by a particularly j 
large mass or double mass of cells, which are now I 
known as the parathyroid. And this parathyroidal 
tissue in these islets of Baber is to be looked 
upon exactly in the same way as the islets of 
Langerhans in the pancreas. There is another 
most interesting point which bears the parallelism, 
and which is illustrated especially by the work of 
Dr. Dale, and that is the gradual metamorphosis 
of the acini towards the islets of Langerhans and 
vice versa . And Sir Lauder Brunton has referred 
to the capability of the pancreas to adjust itself to 
the requirements of the organism chemically. We 
shall see there may be a similar change in the 
thyroid gland. Now we are beginning to learn 
the morphological adjustment that occurs in such 
glands, it is interesting to study the aberration of 
such adjustment in the thyroid gland in disease, 
especially in the formation of new growths. But 
before I come to the question of new growths I 
wish to lay before you one or two points with 
regard to exophthalmic goitre. It is now quite 
well recognised that exophthalmic goitre is a con¬ 
dition of things in which the thyroid gland is 
responsible for certain nerve symptoms. We no 
longer treat the nerve symptoms ; we endeavour to 
treat the thyroid gland. The clinical treatment of 
exophthalmic goitre at present is apparently based 
upon an attempt to treat the external secretion of 
the gland ; that is to say, the external secreting 
part. And quite justly. If you examine micro¬ 
scopically the thyroid gland in exophthalmic goitre 
of every degree, you find that the morphological ! 


colloidal substance in the acini, its replacement by 
a watery excretion, and by consequent change also 
in the morphological shape of the acini. Instead 
of being of the well-known more or less circular 
acini, they become racemose, and the cells tend to 
be more columnar. Clinically how is such a con¬ 
dition treated, and how does that bear upon the 
present debate ? There are two methods of treat¬ 
ing it directly. The first method is the electrical 
treatment. There are few cases of exophthalmic 
goitre which cannot be cured by systematic treat¬ 
ment by the faradic current. From the time of 
Filehne, and the original observation on the sub¬ 
ject on the supposed lesions in the floor of the 
fourth ventricle, the electrical treatment of ex¬ 
ophthalmic goitre has been known and has been 
carried on, and yet I venture to say that it is 
rarely applied in the only way in which it can 
theoretically be successful. If you are to have any 
change in a gland it must be a change of a con¬ 
siderable degree; and of course, owing to the vast 
alterations produced in the thyroid gland in ex¬ 
ophthalmic goitre, it must be a very marked influ¬ 
ence. Obviously, then, treatment by electricity 
must be continued for many hours a day, and yet 
very often the current is applied for half an hour 
only. If it is carried out persistently I believe that 
every elementary or early case of exophthalmic 
goitre can be arrested. That is my experience. 
Many cases have been brought to me for opera¬ 
tion, but in which operation has been avoided by 
this energetic use of the faradic current; and, let 
me add, not the constant current, which is some¬ 
times used, as I think, by mistake. 

Now let us take the next form of treatment, sup¬ 
posing the electrical treatment which I have men¬ 
tioned not to produce a beneficial effect. It is a 
curious fact, and I look upon it more as a curiosity 
than anything else—it is curious that in exoph¬ 
thalmic goitre the removal of the isthmus by a 
surgical operation will stop the disease. How can 
such an operation, from any point of view which we 
know, possibly effect such an alteration in the 
gland as to change its secretion and so to prevent 
it poisoning the body? I cannot pretend to ex¬ 
plain it; it seems to me to be a clinical curiosity, 
but of course it is a fact. The only explanation 
which one can offer is that the lobes of the gland 
undoubtedly do undergo cicatricial fibrosis after 


change in the gland is the total disappearance of all | the operation, and one can only suppose that at 
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any rate a great deal of the hyperaemia which is 
part of the pathological change is thereby arrested. * 
As to how the alterations are brought about in the 
acini or the secretion I cannot say. I only mention 
it here because I am bound to if we are to discuss 
the matter fully. I would also point out that in 
this clinical instance it finds its exact parallel in | 
the surgical treatment of acute pancreatitis. I 
suppose all of us have now been asked to operate ! 
in cases of acute pancreatitis, and we know that I 
drainage of the gall-bladder will stop the apparently | 
fatal progress of acute pancreatitis in a certain 
number of cases. Again, I think that these con¬ 
ditions are facts which undoubtedly at the present 
moment we are absolutely unable to explain. But 
it is curious to find there is a parallel in the case of : 
the pancreas to a similar, if apparently eccentric, 
procedure in the case of the thyroid gland in ex- | 
ophthalmic goitre. There is one other condition j 
in relation to the operative treatment of exoph¬ 
thalmic goitre which I think does bring us to a | 
very interesting conclusion with regard to internal 
secretion. When it was first proposed to operate 
in exophthalmic goitre, as usually happens, people 
immediately took it up without considering the 
cases or without knowing exactly why they were 
doing the operation; and the result was that a 
large number of deaths followed the operation. I 
myself had such a death ten years ago in a case in 
which I should never dream of operating now. 
What were those deaths due to ? I think they 
were simply due to athyroidism pure and simple. 
Every patient who is suffering from extreme exoph¬ 
thalmic goitre, by reason of the changes in the acini 
and by reason of metamorphoses of the colloidal 
secretion, is in a condition of athyroidism. And 
therefore, so far as internal secretion is concerned, 
an exophthalmic-goitre patient is suffering from 
two conditions—a negative and a positive. He is | 
suffering from acute poisoning, but also from 
athyroidism. If, therefore, he is suffering severely 
from the effects of poisoning, and also if he is 
emaciated and has severe neurasthenic symptoms, 
it is equally probable, of course, that there is no 
normal internal secretion—that is to say, positive 
internal secretion—going on. Therefore, if you 
remove most of such a thyroid gland, you practi¬ 
cally at once bring the patient to the same 
condition as a carnivorous animal from whom you 
have suddenly removed the thyroid gland and in 


whom, as you know, the temperature rapidly rises, 
with consequent tremors and dyspnoea and death. 
Such is exactly the clinical picture in cases of 
rapid death after removal of one lateral lobe of 
the thyroid gland in exophthalmic goitre. I sug¬ 
gest that that is a proof in itself of such a patient 
being the seat of two different processes—the 
absence of the ndrmal internal secretions, and also 
the presence of the toxic condition which I have 
mentioned. 

So far I have spoken of several fairly well-known 
points. I now want to lay before you points which 
are doubtless well known to many, but which have 
not yet found their way into the text-books. I want 
to speak of the condition of things in a so-called 
simple adenomatous goitre. This is not the place, 
nor is there time, to differentiate between the differ¬ 
ent adenomata and their histological characters, 
which you find in the thyroid gland. I only want 
to point out that I am not speaking of parenchy¬ 
matous goitre, in which the whole of both lobes of 
the gland are the seat of cystic colloidal disease, 
nor of malignant disease—I will touch upon that 
directly,—but of those well-known cases, common 
cases, in which you have an encapsulated tumour 
in the gland. You shell it out, and the wound is 
healed in three or four days, and the patient goes 
out at the end of a week. I want to draw your 
attention to the fact that so far, clinically, they 
have been looked at from the mechanical point of 
view; we have been in the habit of saying that the 
patient ought to have the tumour removed because 
sooner or later it will press on the trachea or other 
structures in the neck. I suggest that that is not 
the right way to regard them clinically, but that in 
every one of these cases of adenomata of the 
thyroid gland when it is well advanced you will find 
symptoms of toxity; that all these patients are being 
poisoned, and precisely in the same way as exoph¬ 
thalmic cases, only in a much less degree. From 
time to time you see published cases of exoph¬ 
thalmic goitre without exophthalmos. You can 
see every possible grade of this in cases of 
adenomata of the thyroid. In other words, these 
cases are suffering from chronic poisoning. There 
is nothing extraordinary in this. If you examine 
histologically these cases—only they are becoming 
so numerous that it is tedious work to do it in every 
case,—they roughly group themselves into an acin¬ 
ous type and a parathyroid type. And of these 
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two, the parathyroid type is perhaps the more apt 
to be accompanied by nerve symptoms. That the 
patient is really being poisoned you can prove by the 
simple operation of removing the tumour. Many 
of the patients come in a thin condition, tired and 
weary, and suffering from ordinary neurasthenic 
symptoms, headache, and so forth. You remove 
the tumour, and in about six months you find that 
they have put on about a stone in weight; they 
have lost the nerve symptoms, and they can do 
their work. That, it seems to me, is a proof that 
where you have a new formation of gland tissue 
in the gland, that it is producing an aberrant secre¬ 
tion which affects the patient very seriously. 

I would now like to say a word (before I come 
to my last point) about our ordinary use of supple¬ 
mentation of the normal internal secretion of the 
thyroid gland. Of course in sporadic cretinism 
and in myxcedema we are glad to see such a case 
clinically, because we know that we shall see a 
wonderful effect therapeutically from the use of 
thyroid extract. But I want to point out that at 
the present time thyroid extract is frequently given 
in goitre. At the present irioment I am lumping 
all the cases of goitre together. Constantly when 
one is taking the history of a case which is referred 
for operation, one finds it has been treated with 
thyroid extract. Now, thyroid extract given inter¬ 
nally cannot have any supplementation effect in a 
case where the new tissue is poisoning the patient 
already. On the contrary, it probably will have a 
worse effect, and the patient often says it made 
him much worse, that he had more headache, 
became feverish, and so on. But there is one 
condition of goitre in which undoubtedly thyroid 
extract does produce a beneficial effect for some 
time—it does not cure it or avert an operation 
ultimately, but it does better the patient, and it is 
very reasonable that it should. That is parenchy¬ 
matous goitre. If you get a case of parenchymatous 
goitre in which you have the diffuse change running 
through the whole gland, then by giving the thyroid 
extract you are, of course, doing a reasonable thing; 
you are supplementing the failure to the patient of 
his thyroid gland, you are providing against his 
athyroidism. And so markedly is that the case that 
where patients have not been treated in this way I 
have found it advantageous to treat them so for a 
certain time before operating, for by that means 
you reduce the athyroidal condition. One more 


point on this question of supplementation. We are 
perfectly familiar now with the fact that in malig¬ 
nant disease of the thyroid gland, however localised, 
it is absolutely essential to remove the whole gland; 
and such cases, of course, if they are seen early, 
offer a very good clinical result, although malignant 
disease of the thyroid gland has justly a very bad 
name because of the rapidity of its growth. Still, if 
seen early and extirpated completely, the operation 
gives very good results. The case which I have 
had surviving longest up to the present moment 
is one on whom I operated six years ago. I have 
been very much struck in those cases by the fact 
that, although the gland is completely removed, 
these patients require exceedingly little thyroid ex¬ 
tract to keep them in health. With an ordinary 
myxoedema patient I believe the custom is to give 
a fair quantity of thyroid extract daily; but a car¬ 
cinoma case does not require it. I think the 
explanation of that, again, is a purely physiological 
one. I drew your attention to the fact that the 
parallelism between the growth of the thyroid and 
the growth of the patient has long been well 
known, and Sir Lauder Brunton has referred 
to it again this evening. The thyroid gland, 
which is such an extremely important organ in 
‘early life for the growth and development of 
the body, becomes of less importance every 
year after the age of forty is passed, and most 
carcinomata of the thyroid gland begin after the 
forty-fifth year. In other words, we have another 
proof in this of the quantitative relationship 
between this internal secretion and the needs of the 
body. In speaking of supplementation of internal 
secretion in the thyroid gland, I want to make one 
remark here before coming to the difficult part of 
my subject, and that is in relation to diet. I do not 
believe that clinically we have taken sufficient 
notice of work done in Professor H. Monk’s 
laboratory on the relation of the animal proteid in 
food to the secretion of the thyroid. As you know, 
Professor Monk has always contested the physio¬ 
logical importance of the thyroid gland. For 
many years he denied the observations of myself 
and many others, and fought against us tooth and 
nail, and undertook to show that we were all 
mistaken, and that the thyroid gland served no 
important purpose in the body. These very 
researches, conducted in his own laboratory, 
nevertheless have greatly elucidated the subject of 
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internal secretion ; and the most important research, 1 
I think, was that in which one of his pupils showed I 
the striking difference on the question of dieting 
between the animal proteids of milk and the | 
animal proteids of meat. Many patients with 
adenoma of the thyroid, and especially those with | 
parenchymatous goitre, will tell you that they do 
not care for meat, and that if you give them meat | 
you can make them bodily ill, they become depressed 
and suffer from headache and so forth. But milk j 
they can tolerate to any extent. So it is with a 
thyroidectomised dog ; it will have symptoms of an I 
acute toxic nature when fed on meat, but all the 1 
symptoms will disappear when put upon milk. And I 
clinically such a difference as this can obviously 1 
be utilised for the benefit of patients. I only I 
mention it in passing because it is not a question 
which one can go into at any length now. It also 
has an extra interest, because I suppose when Dr. 
Murray first suggested the injection of extract 
of thyroid to relieve athyroidism, Dr. Hector 
Mackenzie’s suggestion to give it by the mouth 
seemed most extraordinary, because of the idea 
that the proteid of an internal secretion of the 
gland should be able to be absorbed from the 
alimentary canal without being so altered as to no 
longer be of service in the way we hoped it would 
be seemed so unlikely. But we know it is most 
successful, and I think that clinically we should do 
well to supplement it by a strict attention to the 
animal proteids which we are giving to the patient 
by way of diet. 

I want now to lay before the Society a new point | 
—at any rate one which is new to me. There are | 
now about eight published cases of what are called 1 
anomalous cases of myxoedema, and two years ago | 
I was asked to see such a case. The patient, who , 
was quite a young girl, aet. 21, had many of the ] 
appearances of myxoedema. Six months ago I 1 
was asked to see a second case, the wife of a ! 
medical man, again a moderately young woman, j 
aet. 35, and at the age at which myxoedema might | 
be expected to commence. But still she was j 
obviously not myxoedematous. Both these cases 
had what I may call heart failure from want of a 
better term, of course nothing was organically 
wrong with the heart as revealed by an examination 
by the physicians, but both were incapable of 
exertion. Neither showed any symptoms, the so- 
called clinical symptoms, of exophthalmic goitre ; 


but both were obviously suffering from a 
combined condition of affairs ; that is to say, 
obviously, from the appearance of the skin, suffer¬ 
ing from athyroidism, and obviously at the same 
time suffering from an acute poisoning, or rather 
subacute thyroidal poisoning, but a poisoning 
which happened in them to materially affect the 
heart more than any other organ in the body. As 
regards nerve symptoms, both cases showed to a 
very marked degree the mental change which was 
alluded to by Dr. Ord many years ago in the cases of 
myxoedema—that mental change which is summed 
up in the word “temper.” It is rather curious 
that everybody now regards the internal secretion 
of the thyroid gland as the most important in 
relation to the mind, whereas, of course, many years 
ago it was the internal secretion of the spleen 
which was supposed to have this particular 
relation to the mental function. Both these cases 
showed also, besides temper, excitability. As 
regards their other functions, digestion and so forth, 
there was nothing to note. So in them there was, 
as I have said, a condition of things in which there 
was a certain amount of evidence of athyroidism. 
And here was this great practical difficulty of 
poisoning the circulatory system. In the first 
case there were certain unilateral symptoms and 
swellings, which seemed to show that one lobe of the 
thyroid gland was more diseased than the other, 
and I ventured to suggest that the proper treatment 
of such a case was in the first instance to endeavour 
to meet the condition by supplementation. This 
was done; thyroid extract was given, both the dry 
extract and the liquid extract, but without any 
beneficial result. To make a long story short, in 
both these cases I have removed the whole thyroid 
gland. I have done it deliberately, because I was 
convinced it was hopelessly diseased, and it seemed 
to me that, as these patients were rendered in¬ 
capable by the condition of the heart, they were 
practically in the same state as a patient whose 
existence was threatened by malignant disease ; 
that is to say, that they were being poisoned, and 
the only thing which one could do was to remove 
the source of the poisoning. The first of these I 
operated upon eighteen months ago, and she is 
doing well with supplementation, and that is done 
to a very considerable degree. The second case I 
have only quite recently operated upon, and there¬ 
fore it is impossible for me to quote it to you as 
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bearing out the first. But I am able to describe 
to you the condition of the thyroid gland in these 
cases, which exactly corresponds with what you 
would have expected theoretically. In neither 
case was an isthmus present at all. In the first case 
the left lobe was bigger than the right. It was 
yellowish, like an old myxoedema case. The other 
gland was reddish. In this microscopically there 
was no trace of thyroid structure whatever. It was 
exactly like the well-known gland in myxcedema; 
it was made up of fibrous tissues, and here and 
there there were collections of small round-cells, 
the origin of which has not yet been explained. 
The other lobe was practically in the same con¬ 
dition ; here and there were a few remaining islets 
of small shrunken acini. Obviously this gland 
was never any use at all. Therefore I suggest 
that in such cases—there are evidently very few of 
them clinically—our duty is to remove the source 
of the poisoning and to meet the athyroidal con¬ 
dition by supplementation. By way of recapitula¬ 
tion, then, I would venture in this debate to 
suggest that clinically we ought to look more than 
we do for the positive conditions accompanying 
aberrant internal secretion, for the poisonings which 
accompany those secretions, quite as much as we 
look for the laws of the normal useful internal 
secretion. 

(To be continued .) 


International Clinics. Vol. Ill, thirteenth 
series, 1903, and Vol. IV, thirteenth series, 
1904.) (J. P. Lippincott Company, London, 

1 9 ° 4 -) 

The first of these volumes opens with a series 
of articles on diseases of the gall-bladder and the 
bile-ducts. The diagnosis is fully considered, and 
the role assigned to the physician is the preventive 
treatment of these diseases, while the immediate 
treatment of the disease would appear to be purely 
surgical. While undoubtedly acute cases arise in 
which operation is not only urgently called for, but 
is the only means of saving life, there is a large 
class of chronic and recurrent cases in which the 
physician may well employ preventive treatment as 
regards surgical interference. We note an inter¬ 
esting article by Dr. Robin of Paris on the medical 
treatment of gastric cancer. He goes fully into 


what may be called the management of such cases, 
and indicates how much may be done to ameliorate 
the sufferings and prolong the lives of these patients. 
The drug therapeutist will revel in this article, 
which contains many fresh arrows for his already 
full quiver. Professor Lucas-Championnifcre dis¬ 
cusses the subject of asepsis and antisepsis. He 
comments on the large supply of special material, 
the elaborate operating theatres, and the minute 
precautions so difficult to carry out thoroughly, 
which are necessary in connection with aseptic 
surgery. As the result of his own experience, he 
finds that the value of chemical antiseptics in 
general surgery cannot be over-estimated, and that 
they are necessary for the maintenance of complete 
asepsis in operation wounds. In this country 
similar views have recently been expressed by Mr. 
Watson Cheyne. In the second volume we observe 
an illustration of the present-day tendency to 
remove surgery to a plane above that of the general 
practitioner. While the medical teacher can still 
discuss diseases with the general practitioner in 
such a way that the latter can diagnose and treat 
the illnesses of his patients, the surgeon can only 
describe his brilliant procedures, and leave the 
practitioner to admire but not to imitate him. 
Thus we find such common diseases as ulcer 
of the stomach, pneumonia, bronchitis, chronic 
nephritis, and rheumatic fever ably and helpfully 
described on the medical side, while on the surgical 
side we meet with inter-ilio-abdominal amputation 
for sarcoma of the ileum, prostatectomy, and stric¬ 
ture of the oesophagus. We should suggest that 
surgical clinics on circumcision, strangulated hernia, 
and suppurative adenitis would be of more value 
to the class of readers for which these volumes are 
intended. The remarks of Sir Dyce Duckworth 
on the importance for students of physiognomical 
diagnosis in disease are timely in these days, when 
the young medico is more expert at making a blood- 
count than a diagnosis of Graves’s disease. Nothing 
in these volumes impresses the English reader 
more than the spelling, which is, like American 
medicine, progressive. “ Nitrites and the iodids,” 
“ bichlorid of mercury,” and other unwarrantable 
amputations of words abound, and the worst of it 
is that English contributors are represented as 
similarly abusing the King’s English ! 
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A CLINICAL LECTURE 

ON the 

SYMPTOMS AND TREATMENT 
OF CANCER OF THE LARGE 
INTESTINE. 

Delivered at the London Hospital, 

By FREDERIC EVE, F.R.C.S., 

Surgeon to the London Hospital; Member of Court of 
Examiners R.C.S. 

Gentlemen,— There are few conditions of greater 
interest to the surgeon than cancer of the large 
intestine. The patient must die either from 
obstruction, or from slow wasting and emaciation. 
In few instances is the intervention of surgery more 
striking, whether it be for the relief of obstruction 
or for the removal of the disease. Further, the 
operation of colectomy is one which calls forth all 
the skill of the surgeon, and which is attended with 
a large amount of immediate success. The remote 
chances of the patient are also good, for this is the 
most chronic form of carcinoma with the exception 
of rodent ulcer, and the one least likely to be 
followed, after removal, by local recurrence or by 
metastasis. The results after colotomy are also 
favourable. The patient improves in health and 
puts on weight. Recently I saw a gentleman on 
whom I performed colotomy for malignant disease 
of the rectum too advanced for removal. During 
the year following the operation he put on 19 lbs. 
in weight and had pursued his usual occupation. 
Such patients may live four or five'years after 
colotomy. 

In considering this subject I shall exclude the 
rectum excepting its highest portion at the junction 
of the sigmoid flexure. The patients are usually 
middle-aged, between 35 and 55 years of age. The 
nature of the disease is well known to you. It is a 
cylindrical-celled carcinoma, producing usually an 
annular constriction of the intestine. The growth 
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may be more or less cylindrical, involving a portion 

of bowel an inch to two inches in length; or it 
consists of a narrow ring, as if a ligature had been 
tied around the gut. Again, there may be a 
cylindrical growth of considerable length, perhaps 
three or four inches. In illustration (Fig. i) I show 
this carcinoma involving the caecum and lower part 
of the ascending colon, which I removed about 
three weeks ago. The growth is about three and 
a half inches in length, and implicates the caecum 
and commencement of the ascending colon, but not 
the ileo-caecal valve. You may notice how extra- 


c aec um which I have just sh o wn you was removed. 
Her trouble commenced only a month before she 
was admitted to the hospital, although the lumen 
of the bowel was so much narrowed. She was 
admitted at the end of January, and her trouble 
commenced at the beginning of December with 
severe abdominal pain, retching and vomiting. 
She took salts, which relieved her pain. Next day 
her bowels acted and she was completely relieved. 
There was no passage of blood or mucus, but 
much flatulence. Between the commencement of 
December and the date of her admission to the 



Fig. i.—S ection of a carcinoma of the caecum. The ileum is to the observer’s right. 


ordinarily the lumen of the bowel is narrowed. In 
rare instances the growth is a colloid carcinoma, 
and still more rarely is covered with long fila¬ 
mentous papillae. 


Symptoms. 

In discussing the symptoms of this disease we 
will take first the symptoms before obstruction has 
occurred; and in the second place after the advent 
of obstruction. It is always best to quote actual 
cases which are typical, and I will therefore read 
brief extracts from the case of Annie G—, aet. 44, 
from whom the specimen of carcinoma of the 


hospital she had three other attacks of pain of a 
similar character. In each case the pain was re¬ 
lieved by an action of the bowels after taking salts. 
There was increasing constipation, and she had 
lost flesh for the last ten months. She had suffered 
from dyspepsia for several years, associated with a 
good deal of flatulence. A cylindrical lump was 
felt towards the upper part of the right iliac fossa, 
which was movable from side to side and but very 
little in the direction of the axis of the bowel. 
Her motions were unaltered. The chief points to 
which I would call attention are, in the first place, 
that the trouble commenced with dyspepsia and 
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flatulence; that there was a gradually increasing 
wasting and constipation; that she had paroxysmal 
attacks of colicky pain in the abdomen, associated 
with vomiting, and relieved by an action of the 
bowels; and, finally, that there was a distinct 
lump or tumour. Now let us glance briefly at these 
symptoms seriatim . In the first place: 

Dyspepsia ,—This is sometimes the first sym¬ 
ptom, and is readily explained by the retention of | 
intestinal contents above the obstruction, their 
decomposition, and the consequent formation of j 
gas; the absorption of toxic substances leads to j 
loss of appetite, nausea, and furred tongue. 

Pain. —The pain occurs in paroxysmal attacks, I 
is of a colicky character, is associated with a great 
deal of rumbling due to “wind,” and is referred to j 
the upper part of the umbilical region. In two 
instances of carcinoma of the caecum there was 
also local pain, and in one case this was very 
severe, and was almost the first symptom which 
attracted the patients attention. The pain com¬ 
menced in the right iliac fossa, and extended up¬ 
wards in the direction of the ascending colon 
towards the epigastrium. Frequently there is only 
local discomfort at the situation of the tumour. 
Sometimes the attacks of pain are determined by 
the administration of purgatives. 

Constipation .—Derangement of the function of 
the bowel takes three types. The commonest con¬ 
sists of alternating diarrhoea with constipation. 
The obstruction produces dilatation of the bowel 
above the growth. The retained contents set up a 
chronic enteritis with increased secretion of mucus, 
just as a chronic urethritis is set up behind a 
stricture of the urethra. The chronic enteritis 
leads to diarrhoea. Doubtless the excess of mucus 
is of use in dissolving the more solid portions of 
fieces. In other cases there is gradually increasing 
constipation—a patient whose bowels were formerly 
regular finds it necessary to take purgatives, and as 
time advances the purgatives, in order to be effec- I 
tive, require to be stronger and stronger. There is 1 
a third type which occurs in carcinoma low down I 
in the sigmoid, and is much commoner in carcinoma I 
of the rectum. This consists in continuous diar¬ 
rhoea; the patient tells you that he is practically | 
always at “ stool,” and with very little satisfaction 
to himself. He always feels as if his bowels were 


constriction of the large intestine alterations in the 
shape of the motions are common, but this is by no 
means the case. The motions are moulded in the 
ampulla, or second part of the rectum, and there¬ 
fore below any constriction of the large intestine. 

We may say definitely that no alteration of 
the motions will take place in any stricture above 
the sigmoid. When the motions are altered the 
patient may tell you that they come away in 
rounded pieces, “ like sheep’s droppings.” In 
some few r cases, where the growth involves the 
lower part of the sigmoid or the upper part of the 
rectum, the motion may be small, and the shape 
and size of a pipe stem, or like tape, or in the form 
of a spiral. 

Haemorrhage. —Sometimes the surface of the 
motion is stained with blood or there is an excess 
of mucus. Hsemorrhage is a common symptom. 
Sir Frederick Treves states that in about 15 per 
cent, of cases of carcinoma of the large intestine 
blood is present at times in the stools. Usually 
it is in small amount. In one of my cases of 
carcinoma of the caecum blood was passed in 
abundance for five weeks before the operation. 
“ His stools were always black.” He referred his 
pain mainly to the epigastrium; and the tumour 
of the caecum was so movable that it sometimes 
occupied the position of the pylorus. You can 
therefore imagine that in this case there was some 
discussion as to whether the patient was suffering 
from carcinoma of the pylorus or of the intestine. 

“ Ballooning ” of Rectum. —This occurs especially 
when the lower part of the sigmoid is involved. 
On passing your finger into the rectum you find a 
large cavity, the walls of which seem attached or 
bound to the surrounding parts. This symptom is 
attributed to some disturbance of the innervation 
of the rectum. 

Vermicular Movements. —Finally, when obstruc¬ 
tion has existed for a considerable time, owing to 
the hypertrophy of the muscular coat of the intes¬ 
tine above the obstruction, you may observe on 
examination of the patient vermicular movements of 
the intestine. 

Tumour .—It may be movable or fixed, accord¬ 
ing to the stage of the disease. When occupying 
the ascending or descending colon it may be noted 
that the tumour is movable from side to side but 


not emptied. 

There exists, I believe, a general idea that in 


not movable from above downwards. A tumour 
occupying the csecum may, as I have just observed, 
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allow of a considerable amount of mobility. When 
the growth occupies the hepatic or splenic flexure 
it may be difficult to feel, being situated mainly 
under the costal margin. In that position, I need 
scarcely remind you, the large intestine is bound to 
the under-surface of the diaphragm and the inner 
surface of the ribs by the colico-phrenic ligaments. 
Again, when it involves the lower end of the sig¬ 
moid, or the junction of the sigmoid and the 
rectum, or the upper part of the rectum, it is often 
very difficult to feel; in fact this may be impossible 
in a stout patient. I met with this difficulty in 
Mr. I—, aet. 56. He had complained of abdominal 
pain for six months. For five months he has been 
obliged to take purgatives regularly. His motions 
were like “sheep’s droppings,” and he passed blood 
occasionally. Nothing was felt on examination per 
rectum or on abdominal palpation. I persuaded 
him to have an examination made under an anaes¬ 
thetic, and on bimanual examination, with a finger 
in the rectum I could feel a cylindrical tumour 
about the situation of the brim of the pelvis. In 
such cases this instrument (the sigmoidoscope) 
may be of service. 

We will now allude to those cases in which 
obstruction has occurred. These constitute the 
larger proportion. The obstruction often comes 
on gradually, but it is surprising, considering how 
narrow the lumen of the gut usually is, how many 


gets into a condition of atony, just as the urinary 
bladder does in retention arising from prostatic 
disease. Although prostatic enlargement may have 
existed for years, the bladder may suddenly give 
out and the patient comes to the hospital with a 
very large prostate but with his first attack ot 
retention. This sudden atony of the intestine 
from dilatation is of considerable importance. 
Various accidents may precipitate the obstruction, 
such as blocking of the narrow orifice by particles 
of undigested food, a mass of hardened faeces or a 
foreign body. Again the dilated bowel above 
the obstruction gets bent on itself, or “kinked.” 
Or in the region of the caecum or the sigmoid 
there may be a slight volvulus ; and in the latter 
region an intussusception of the tumour may occur. 
Flatus may continue to be passed per anum 
although no action of the bowels can be obtained. 
Vomiting is usually a late symptom, and comes on 
some days after the commencement of the obstruc¬ 
tion. In some exceptional instances it is the first 
symptom. I have observed a remarkable case 
in which vomiting commenced three weeks before 
the patient was admitted to the hospital, whereas 
the obstruction did not occur till nine days before 
admission, that is, almost a fortnight after the 
commencement of the vomiting. Providing there 
is not considerable distension of the abdomen one 
may see vermicular movements. 

Finally, abdominal distension occurs. This is 
mainly due to filling of the intestines with flatus, 
and therefore the abdomen is uniformly distended 
and somewhat pointed in shape. There is nothing 
pathognomic about the distension, and no indica¬ 
tion of the seat of the obstruction. In some 


cases come under observation with obstruction, 
having previously suffered no inconvenience. Or 
possibly, as in the case I saw about a month ago, 
the patient may have had One attack of constipation - 
with colicky pains and vomiting some months 
earlier. As an illustration of the remarkable 
suddenness with which obstruction sometimes 
comes on, I will quote the case of a man who was 
in the hospital about three weeks ago. He was 
sixty-eight years of age, and was admitted 
with obstruction of nine days’ duration. The 
bowels were opened the last time on January 22nd, 
and on January 23rd he was at work. He vomited 
the next day, January 24th, and two or three times | 
daily after that until the operation. He had had 1 
no trouble with the bowels until January 23rd ; 
no alternating diarrhoea with constipation, and no 
melcena. I did a left inguinal colotomy, and found 
a tight constricting carcinoma in the lower part of 
his sigmoid. 

We may dwell for a moment on this point. It 
appears to me that the chibf cause of the sudden 
onset of obstruction is that the muscular fibre of 


exceptional instances, in which the flatulence has 
not been great or the distension is unusually 
chronic, I have noticed a certain amount of sag¬ 
ging or bulging of the flanks owing to dilatation of 
the descending and ascending colons: or, when 
the growth is in the lower part of the large intes¬ 
tine, distension of the sigmoid by faecal matter 
may be recognised by percussion. Another indi¬ 
cation of the locality of the growth consists in the 
return of an enema after a small quantity has been 
introduced. Supposing the obstruction be situated 
in the sigmoid flexures, it is rarely that one can 
introduce more than i£ pints of water. The urine 
passed is of normal amount, and its constituents 
are normal, except that in some cases indican is 
present. 

Treatment. 

I shall omit all mention of medicinal treatment* 
which one only has recourse to in the present day 
when obstruction is threatening. When obstruc¬ 
tion has definitely supervened, operation should 
always be performed at the earliest period. With 
regard to operation, we will discuss in the first 


the dilated intestine above the growth suddenly 


place those cases in which obstruction has occurred. 
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Secondly, cases of carcinoma without obstruction. 
Thirdly, cases in which an operation has been per¬ 
formed to relieve the obstruction, and in which, 
therefore, an artificial anus exists. 

First, as to operative interference in cases 
of obstruction. Owing to abdominal distension, 
it is impossible in the majority of instances to 
recognise the position of the growth. Median 
laparotomy should be performed and the posi¬ 
tion of the growth localised. At the same time 
one should ascertain if it is fixed or movable, 
and if the mesentery is sufficiently long to allow 
of the tumour being brought out of the abdo¬ 
men ; whether there are considerable or exten¬ 
sive enlargements of glands, or thickening of the 
mesentery from infiltration ; one should also pass 
the hand up to the right hypochondrium to feel 
for any nodules in the liver. Let us suppose— 
what is the most common event—that we find a 
carcinoma of the sigmoid flexure, and that its 
position after division of the mesentery allows of 
its being brought outside the abdomen. I have no 
hesitation in saying that the safest course to pursue 
in such a case is to cut down directly over the 
growth and treat it after the manner recommended 
by the late Mr. Greig Smith. The following case 
may serve as an illustration :—Betsy D— was ad¬ 
mitted with symptoms of intestinal obstruction, 
and a cylindrical growth could be felt in the left 
hypochondrium. On February 10th, 1898, I cut 
down over the growth, divided the mesentery, and 
brought the tumour outside the abdominal wall. 
To relieve the obstruction a Paul’s tube was inserted 
in the proximal end, and the intestine was stitched 
to the peritoneum. On February 21st the protruding 
knuckle of intestine, with the growth, was shaved off. 
The mesenteric surfaces of the free ends were 
united with Lembert sutures, thus establishing a 
continuity between them. On March 25th, when 
most of the thickening about the wound had dis¬ 
appeared, I made an incision around the artificial 
anus and cut through the parietes till the peritoneum 
was reached. The peritoneum was then stripped 
for a sufficient distance from the muscle, and that 
left a floor formed by peritoneum with the two 
ends of the intestine sticking out. These were 
stitched together and the parietes were united over 
them. Union took place and the patient is now 
alive and well six years after the operation. That 
is an absolutely safe method, because in the second 
operation the abdominal cavity is not opened; but 
in many instances it is not feasible. I have met 
with two cases within the last two months of car¬ 
cinoma of the lower part of the sigmoid, in which 
it was quite impossible, owing to the position of 
the growth or to the shortness of the meso-sigmoid, 
to bring the growth outside the abdominal wall. 
This may also be the case with growths occupying 
the splenic or hepatic flexure, because, as I have 
reminded you, the large intestine in these regions 


is bound down by the colico-phrenic ligaments. 
When these conditions exist jcare should be taken 
to perform the colotomy at a considerable distance 
from the growth, so that when ultimately you re¬ 
move it you may do so through an incision which 
is at a distance from the artificial anus. For ex¬ 
ample, when the growth is situated in the sigmoid 
flexure the colotomy should be done in about the 
middle of the descending colon. If the growth be 
situated at the splenic flexure or the hepatic 
flexure, the colotomy should be done at the lower 
part of the ascending colon. 

When the disease is recognised before the occur¬ 
rence of obstruction, colectomy may be performed 
in suitable cases. The chief points about the 
operation are these :—The incision should be 
directly over the growth and where possible 
through the rectus muscle, because there is less 
likelihood of hernia afterwards. After opening the 
abdomen, careful examination should be made to 
ascertain the extent of the disease. If the growth 
is in the lower part of the abdomen the patient 
should be placed in the Trendelenberg position. 
The knuckle involved should be emptied and 
clamps applied at a distance in order not to inter¬ 
fere with the subsequent manipulations. It is con¬ 
venient, having opened the abdomen, to pack off 
the intestines with flat sponges, and over these 
sterilised gauze is placed because it can be readily 
renewed, if soiled, without disturbing the sponges. 
The first step is to divide the mesentery. This 
should be undertaken from the outer s de, not 
from the middle line, because if the growth has 
nearly penetrated the bowel wall on its deeper 
surface, this is less likely to be ruptured in work¬ 
ing from the outer side. The mesentery should 
then be tied off in sections and a large V-shaped 
portion removed, with any enlarged glands. The 
knuckle implicated can usually be brought com¬ 
pletely outside the abdomen. This is a point of 
the greatest importance in order to avoid soiling of 
the peritoneum or external wound. 

The section of the bowel should be made 
between forceps, slightly outside the points of 
division of the mesentery in order to secure a good 
blood supply. In operating on the rectum, after 
removal of the clamp from the distal end, it should 
be noted if the cut surface bleeds, for the blood 
supply to this portion is often defective. Should no 
bleeding occur an end-to-end anastomosis must be 
given up, I prefer a continuous suture of silk or 
chromicised catgut which goes through all the 
coats of the bowel; and an external Lembert 
suture of silk, also continuous, which penetrates the 
peritoneum and the muscular coat. Special care 
should be taken in suturing the mesenteric border. 
The gap in the mesentery itself should be closed 
by a “ purse-string ” suture. The abdominal wound 
is closed unless there is some special indication for 
drainage. 
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When the caecum is involved a lateral anas¬ 
tomosis is usually performed, the ileum being 
sutured to the lateral aspect of the ascending colon. 
This was done in the case of Annie G—, first 
quoted (see Fig. i); she made an uninterrupted 
recovery. She complained of abdominal pain when 
I saw her on the second day. This was evidently 
due to flatulence, so I ordered an enema of 
turpentine next morning. The bowels acted and 
she had no further discomfort. In a previous case 
(Robert N—) of carcinoma of the caecum (see 
Fig. 2) I did an end-to-end anastomosis. After 
removal of the caecum the proximal end of the 
ascending colon was so tied down in the flank that 


This was followed, as it usually is, by incomplete 
I union of the bowel and a fecal fistula, which closed 
in a short time. I regret to say that when I saw 
the patient a year after the operation he had a 
recurrence in situ , although two and a half to three 
inches of healthy bowel were removed on the 
distal or colon side of the growth (see Fig. 2). 

When a carcinoma occupies the lower end 
of the sigmoid flexure just above the brim of 
the pelvis, it may be impossible after resect¬ 
ing the bowel to draw its distal end out of the 
wound. In such circumstances the use of a 
Murphy’s button, strengthened by a row of 
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Fig. 2.—Carcinoma of the caecum. The cut edge of the colon is above. 


I could not conveniently get at its lateral wall, and 
I therefore closed a portion of the lumen of the 
ascending colon and sutured the end of the ileum 
into the remaining portion. I think, however, that 
I made a tactical error in this case. It would have 
been better to have removed the whole of the 
ascending colon and hepatic flexure until the 
movable transverse colon was reached. This could 
readily have been brought out of the wound and 
united to the end of the ileum. Owing to the fixa¬ 
tion of the ascending colon I had to do the suturing 
partly inside the abdomen, with the result that 
there was a certain amount of soiling of the wound 
in spite of my careful packing, and on the sixth 
day a collection of pus formed, which was let out. 


Lembert sutures, has been recommended.^ A 
Murphy’s button without sutures around would be 
unsafe, owing to the large extent of surface un¬ 
covered by peritoneum. I prefer a Bailey’s button 
because it can be as quickly inserted, has a larger 
calibre, is absorbable and, therefore, cannot be 
“ hung up ” by silk threads or retained. It was 
used by me in the case of Mr. I—. The growth 
after shrinkage in a preservative was three inches 
long ; three-quarters to one inch of healthy bowel 
was removed on each side of it. His recovery 
was perfect, except that he suffered with hiccough 
and on the fifth day had some vomiting. Sulphate 
of magnesia was given, his bowels acted on the 
eighth day, and he had no further discomfort. It 
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is probable that the button was blocked by a j the prostate in the male or the tip of the coccyx 
lump of hardened faeces. There are several in- in the female. 

teresting points with regard to the treatment which Two pairs of ligatures are then placed above 
I should have liked to allude to, but time will and below the growth (see Fig. 3). The steel 

not permit. If the growth is low down so that rod is then passed through the anus and its knob 

enemata cannot be given, feeding should com- fixed by another ligature below the lowest pair, 

mence directly the chloroform sickness has passed The bowel is then divided between the pair of 

off. distal ligatures first applied; and the tumour 

When the carcinoma occupies quite the lower brought out through the abdominal wound and 



Fig. 3.—A method of removing a high carcinoma of the rectum. [The tumour in the figure 
is placed too low as regards the sacrum.] 


end of the sigmoid flexure or the upper part of 
the rectum, that is to say a position at the pelvic 
brim, or at the upper part of the pelvis just below 
the brim, theabdomino-perineal method of excision 
is indicated. This operation was suggested by 
Maunsell and improved by Weir. The method of 
Weir, with some modifications I suggest, mainly 
in the use of the rod (Fig. 3), is as follows :—The 
abdomen is first opened in the middle line, and 
the growth is freed by dividing the meso-rectum 


resected by division between the pair of proximal 
ligatures. 

The anal end of the rectum is then everted by 
withdrawing the rod. A pair of long forceps are 
then carried through the everted rectum into the 
pelvis, and the proximal end of the divided bowel 
(previously covered with rubber sheeting) is seized 
and drawn through the everted lower end. The 
two cut surfaces of the bowel projecting through 
the anus are united with sutures passing through 


between ligatures as low as the anterior margin of 


all the coats. 
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The protruding bowel is replaced in the pelvis 
by pulling on it from above. 

The operation is completed by sewing the cut 
edges of peritoneum around- the bowel, and thus 1 
shutting off the sutured bowel from the general 
peritoneal cavity. 

Finally, an incision is carried between the anus 
and tip of the coccyx into the pelvic cavity, and 
into this a gauze drain is inserted. In perform¬ 
ing this operation asepsis could be secured by the 
surgeon wearing rubber gloves for the perineal 
portion of the operation, and removing them 
when he returns to complete the procedure 
through the abdominal wound. 

If the tumour be of small size the knob on the 
end of the rod may be passed through it, fixed by 
a ligature above the growth, and the tumour drawn 
out through the anus when the rectum is everted. ; 
The tumour may then be resected and the opera- j 
tion completed as above. 

In conclusion, there are one or two points with 
regard to operation in those cases in which an arti¬ 
ficial anus has already been made for the relief of ; 
obstruction. They present considerable difficulties 
because the artificial anus is a source of con¬ 
tamination, and in many instances it is quite close 
to the growth. I recently saw a lady -i,n the 
country who had been attacked with obstruction, 
and her doctor performed an inguinal colotomy. 
The growth was immediately below the artificial ! 
anus. I excised the artificial anus and the growth 
together. It was necessary to remove a consider¬ 
able amount of bowel, but I could just get the 
ends together, although with considerable tension. ; 
Both cut surfaces, however, bled freely, so I felt 
assured that the blood supply was good, and I 
united them by two rows of sutures. The patient 
was particularly anxious to be rid of the artificial 
anus. Some soiling of the wound was unavoidable, 
especially as the carcinoma had practically ex¬ 
tended through the wall of the bowel posteriorly, 
which gave way on manipulation. I therefore put 
in some gauze after completing the operation, and, 
with careful treatment, she has done well, although 
there was some suppuration. In another case in 
this hospital I performed an inguinal colotomy 
for a growth occupying the lower end of the 
sigmoid flexure. A month later the tumour, which 
was three inches in length, was excised, when it 
was found impossible to get the two ends of the 
bowel together. The cut edge of the upper end 
of the rectum was thereupon inverted, stitched 
up, and dropped into the pelvis. The rod (Fig. 3) 
was then passed through the lower opening of 
the artificial anus, a ligature was tied around the 
proximal end of the bowel just above its cut 
surface, and by pulling on the rod the bowel was 
everted through the artificial anus and fixed in 
that position. The patient recovered and con- 


“INTERNAL SECRETIONS” IN 
DISEASE AND IN TREATMENT. 

A Clinical Debate held under the auspices of the Chelsea 
Clinical Society, on March 8th and 15th, 1904. 

DR. VINCENT DICKINSON, President, in the 
Chair. 

Sir Lauder Brunton, F.R.S. Professor Hewlett. 

Sir Victor Horsley, F.R.S. Dr. Hale White. 

Dr. H. D. Rolleston. Dr. J. R. Bradford, F.R.S. 

Dr. A. E. Wright. 

(Continued, from page 32.) 

Dr. Rolleston : The field covered by the sub¬ 
ject of this debate, “The Internal Secretions in 
Disease and in Treatment,” is so wide that it is, 
perhaps, hardly necessary for me to apologise for 
my incomplete and discursive contribution. 

Our knowledge of diseases due to disturbance of 
the internal secretions is, it must be admitted, very 
incomplete. We know that in myxcedema the 
thyroid gland shows definite anatomical changes 
and that administration of thyroid extract, or the 
internal secretion of the thyroid, counteracts the 
morbid manifestations and keeps the disease in 
check. But in other diseases the evidence is far 
less complete; in acromegaly the pituitary body is 
constantly enlarged, usually from adenomatous and, 
in the rare acute cases, from sarcomatous growth, 
but the relation between the anatomical changes in 
the pituitary body and the characteristic features of 
the disease is really unknown, and the administra¬ 
tion of pituitary extract is in no way comparable 
to the effects of thyroid extract in myxcedema. 
In exophthalmic goitre we do not know whether 
the primary lesion, which was formerly referred to 
the nervous system, is due to an adenomatous 
change in the thyroid itself and a correspondingly 
abnormal and probably excessive internal secretion, 
or whether, as MacCallum’s * recent work rather 
suggests, it is due to parathyroid insufficiency; it 
might indeed be suggested that exophthalmic goitre 
is the outcome of the two last changes combined— 
an abnormal and excessive thyroid secretion and a 
deficient parathyroid secretion. In Addison’s disease, 
to which I shall refer later, it is by no means estab¬ 
lished that the disease is solely due to suprarenal 

* W. G. MacCallum, 'Medical News,’ New York, 


tinues well a year after the operation. 


October 31st, 1903. 
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insufficiency, for, if it were so, the treatment should 
be as simple and as successful as in myxcedema, 
which I am afraid it must be admitted is not the 
case. The theoretical consideration which naturally 
arises is, is it not possible that some of the diseases | 
which are assumed to be due to disturbance of the 
normal internal secretion of one ductless gland, such 1 
as exophthalmic goitre , acromegaly , and possibly 
others, are more complex in their nature 1 What 
is the conceivable nature of these complex con¬ 
ditions, and how are they related to each other ? 
In acromegaly glycosuria is not uncommon and 
has been shown to depend on changes in the 
pancreas; are these pancreatic changes secondary, 
like the splanchnomegaly (or enlargement of some 
or of all the viscera) sometimes seen in this dis- ; 
ease ? Or are they two concomitant changes ? 
Again, acromegaly may be combined with exoph¬ 
thalmic goitre, and there is some superficial re¬ 
semblance between acromegaly and myxoedema. 
It might therefore be suggested that acromegaly is 
the result of a disturbance of the chemico-physio- 
logical equilibrium maintained in health between 
the internal secretions of these glands. An anato¬ 
mical fact which suggests that there is some inter¬ 
relation between the diseases due to abnormal 
internal secretions is that the thymus gland, which 
| undergoes complete atrophy before adult life, is 
'almost always persistent or rejuvenated, as Marie 
, calls it, in exophthalmic goitre and sometimes in 
i myxcedema and in acromegaly. The bearing of 
these speculations is that the want of success in 
the treatment of exophalmic goitre and acromegaly 
may possibly depend on the fact that two or more 
glands, instead of one only, are in each case in an 
abnormal condition. Some years ago I attempted 
to treat acromegaly on this hypothesis by a com¬ 
bination of thyroid and pituitary extracts, but the j 
trial was necessarily somewhat haphazard, and the ! 
disease was certainly not affected, and, though the 
headache was somewhat relieved, this may have 
been merely due to the thyroid extract given. 

To turn to a less complicated subject which is of 
some practical importance, it is interesting to con¬ 
sider the fruste, larval, or slighter forms, and the very 
early stages , of diseases like myxcedema, etc. A 
deficient supply of thyroid secretion—benign hypo¬ 
thyroidism—is extremely common, and though this 
explanation is not always borne in mind, it is 
widely recognised that thyroid extract is a valuable 


tonic in many of the ills that female flesh is subject 
to. To mention some of the conditions which 
may be relieved by thyroid extract and have been 
therefore regarded as manifestations of benign 
hypothyroidism is almost to court a laugh, since 
some of them appear to be so remote. Thus pain ^ 
in the back, pigmentation during pregnancy, loss of J, 
hair, subinvolution of the uterus, excessive men- ; 
struation, and flat foot come within the manifesta-f 
tions of thyroid insufficiency. Although tachycardia 
is sometimes thought to be a larval form of ex¬ 
ophthalmic goitre, very little attention has been 
paid in this country to the minor manifestations of 
suprarenal insufficiency. At the other end of the 
scale in the variations from the common type are 
(1) the extreme changes of adiposis dolorosa or 
Dercum’s disease, in which marked obesity with 
numerous fatty masses, analogous to the supra¬ 
clavicular pads in some cretins, and peripheral 
neuritis are associated with a small and calcified 
thyroid—a special form of myxcedema; and (2) 
those* peculiar cases of exophthalmic goitre in 
which there is exaggerated emaciation. 

The well-known influence of the thyroid on meta¬ 
bolism raises the interesting question as to the rela¬ 
tion between thyroid insufficiency on the one hand, 
and the premature development of senile changes 
and arterio-sclerosis on the other. It is well known 
that arterio-sclerosis and its renal manifestation— 
granular kidney—are common in myxoedema. 
Now since Thoma’s view that arterio-sclerosis is a 
compensatory change to counteract the weakening 
of the arterial walls, due to long-continued high 
blood-pressure, is widely accepted, it may be sug¬ 
gested that the primary factor in this train of 
events—the high blood-pressure—is in some de¬ 
gree due to a deficiency of the internal secretion 
of the thyroid, which, under ordinary conditions 
dilates the peripheral resistance and lowers the 
arterial pressure. If this be so, it would be ad¬ 
visable to employ thyroid extract more widely as a 
means of reducing high arterial pressure, and so to 
ward off arterial degeneration and all its sequelae. 
Stockman* has shown that iodides do not, as is 
usually taught, bring down the blood-pressure, but 
he suggests t that the good effects of iodides, espe¬ 
cially the absorption of gummata and in atheroma, 


* R. Stockman and Charteris, ‘ Brit. Med. Journ.,’ 1901, 
vol. ii, p. 1520. 

t R. Stockman, ‘Glasgow Hosp. Reports,’ 1899, p. 69. 
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are indirect and due to the iodine stimulating the 
thyroid and producing an increased secretion of 
the powerfully resolvent thyroid secretion. If this 
is so, gummata should be curable by thyroid ex¬ 
tract without iodides. Is there any evidence on 
this point ? Or on the converse, viz. that the , 
gummatous changes are more severe in syphilitic I 
patients with myxoedema ? Personally I have given | 
thyroid extract in combination with iodides but j 
have never treated gummata on thyroid extract 
alone. I 

In conclusion, I may perhaps be allowed to refer 
briefly to the therapeutic uses of suprarenal ex- j 
tract. Schafer and Oliver have shown that the 
active principle is not destroyed by gastric juice 
in vitro , and there is no doubt that when given by 
the mouth to patients with Addison's disease it 
raises the blood-pressure. It is remarkable, how¬ 
ever, that when taken by healthy persons it does 
not raise the blood-pressure, or at any rate did 
not in the hands of O. F. F. Grunbaum and Swale 
Vincent. Preparations of the active principle are j 
now available for hypodermic injection, and this j 
method is probably more certain than administra¬ 
tion by the mouth. The effect of treatment of 
Addison's disease by suprarenal extract or its 
active principle—epinephrin—is, it must be ad¬ 
mitted, disappointing as compared with the effects 
of thyroid extract in myxoedema. Improvement 
often occurs temporarily, but it is only in rare 
instances that this good effect is maintained, and 
that anything like a cure is effected. The critical , 
analysis of 105 cases of Addison’s disease treated 
by suprarenal extract, recently published by Dr. 
Adams,* shows that in 49 cases the treatment had | 
no effect; in 33 cases improvement coincided with 
treatment; in 16 cases permanent benefit resulted; 
and in 7 cases alarming or fatal results were pro¬ 
duced by the treatment. 

In one advanced case of Addison's disease in a 
doctor large doses of the extract by the mouth 1 
gave rise, so he told me, to a feeling of stiffness 
and muscular rigidity. This result, which I have j 
not seen mentioned elsewhere, would appear to 
correspond with the contracture produced experi¬ 
mentally in the skeletal muscles of animals by 
suprarenal extract. Although suprarenal extract is 
not a marked success in the treatment of Addison’s 


* E. W. Adams, ‘The Practitioner,’ October, 1903. 


disease, it has, of course, been widely employed as 
a local application to constrict the peripheral 
vessels in operations on mucous surfaces such as 
the nose, eyes, etc., in capillary oozing, in haemo¬ 
philia, and in epistaxis. It may also be given by 
the mouth in order to act locally on a bleeding 
gastric ulcer, but should not be given hypoder¬ 
mically, for in that case it would, like digitalis and 
ergot, increase the general blood-pressure and tend 
to increase haemorrhage from the weakened vessel. 

Crile has advocated its use in cases of pure 
surgical shock as a most satisfactory method of 
raising the blood-pressure ; he recommends that it 
should be injected intravenously in large quantities 
of salt solution continuously and slowly. Crile’s 
observations show that it has no stimulating or, in 
other words, harmful effect on the worn-out vaso¬ 
motor centre, and that it is thus to be substituted 
for strychnine and digitalis, which may do direct 
harm in cases where the vaso-motor centre is 
exhausted. 


Dr. A. E. Wright : Mr. President and gentle¬ 
men, I am concerned first of all to make good my 
standpoint on this question : I do not feel that in 
your eyes I have any justification for speaking on 
the subject of internal secretions. To myself I 
appear as one who can claim to have worked upon 
the subject of internal secretion. Let me explain 
the sense in which I employ the term internal 
secretion. We have heard of internal secretions 
to-night, but always in connection with this or that 
gland ; sometimes in connection with a ductless 
gland, at other times in connection with a gland 
which furnishes an external as well as an internal 
secretion. The secretions I would speak about 
are not known to be associated with any particular 
gland. Again, the internal secretions which have 
been discussed by previous speakers have been 
useful therapeutic agents, but of utility principally 
to a rare disease, myxoedema, and perhaps also in 
Addison's disease and acromegaly. These diseases 
rank obviously as pathological curiosities, 'rarely 
met with in ordinary practice. I notice here 
that Sir Lauder Brunton and in particular Dr. 
Rolleston have referred to an extended utility 
attaching to thyroid extract, and have referred to 
its application to many and varied pathological 
conditions other than those of myxoedema. But 
even when we have granted all that has been 
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claimed on behalf of these therapeutic substances 
we should still have to come to the conclusion 
that the internal secretions which have been 
spoken of have only a subordinate utility in 
medicine. The internal secretions I would propose 
to speak to you about to-night are of the most 
everyday utility. I will take as the most marked 
example of the class of internal secretions I have 
in view—diphtheria antitoxin. Here we have an 
internal secretion which has been elaborated in the 
organism of an animal in response to the stimulus 
of inoculation. It constitutes, as we know, a 
therapeutic agent of quite extraordinary efficacy. 
Let it be noted that diphtheritic antitoxin is only 
one representative of a whole class of internal 
secretions. All the protective substances which 
are involved in the cure of disease are to be regarded 
as internal secretions. Thus, when we are dealing 
with a person who is the subject of a particular 
bacterial invasion, we may, I think, with advantage 
think of that person as deficient in a particular 
internal secretion, just as we regard a victim of 
myxoedema as a patient who is suffering from the 
want of a particular secretion. Let me illustrate 
this. Where we have to deal with a patient affected 
w’ith acne or sycosis or boils, we find on comparing 
his blood with that of normal persons that it is 
defective in a certain internal secretion which 
operates upon the staphylococcus in such a way as 
to convert that staphylococcus into pabulum for 
the phagocyte. Such a secretion may, in view of 
the office it undertakes, be denoted an opsonin. I 
would thus have the victim of a chronic staphy¬ 
lococcus invasion regarded as a patient suffering 
from a deficient opsonic secretion, as a patient in 
a condition analogical to that of a person who is 
suffering from a deficient thyroidal secretion. 

I pass to another general consideration. It is 
now a perfectly familiar therapeutical principle 
that we can, in the case of a patient suffering from 
a deficient internal secretion, remedy that defect by 
introducing into his organism from without the 
particular internal secretion, of which he stands in 
need. Thus, in the case where the thyroid 
secretion is defective, we supply to the patient the 
additional quantum of the secretion which he 
requires by administering thyroid juice obtained 
from an organism of a normal animal. We, in 
other words, supplement the deficiencies of the 
patient by the efficiencies of the animal. We 


I exploit exactly the same therapeutical principle 
j when we administer diphtheria antitoxin. We take 
! an internal secretion—not in this case a secretion 
| naturally present in the animal organism, but 
| elaborated there in response to the stimulus of an 
j inoculation—and here precisely as before we 
supplement the deficiencies of the patient by the 
efficiencies (this time by the artificial efficiencies) 
of the animal. 

But the principle of supplementation from with¬ 
out which is here in question is very far from a 
principle of universal application. We can, it is 
true, in all cases obtain a supply of efficient thyroid 
juice from a normal animal; again, we can in the 
case where we require diphtheria antitoxin obtain 
it in such quantity as may be required by the 
immunization of horses. But at this point we 
come to a standstill. We cannot as yet obtain— 
and I think there is little outlook for our obtain¬ 
ing—at any rate of our obtaining in the near 
future—in adequate quantity any of the other 
protective substances we require. Thus, if we 
have to deal with a patient who by reason of his 
defect in protective substances is suffering from 
boils or from acne, we cannot obtain, for intro 
duction from without into the system, those sub¬ 
stances which he requires, 
j One word of caution is necessary here, to wit, 
j this, that in the case when we are told that a serum 
contains, as the case may be, the protective sub¬ 
stances against, as the case may be, the staphy¬ 
lococcus or the streptococcus or any other micro¬ 
organism, we must none the less be on our guard. 
Even when the bond fides of the manufacturer is 
| beyond question that serum may quite contain, 
instead of the antidotes which we require, the very 
poisons which we seek to guard against. The 
serum may, in other words, furnish to us the 
poisons with which the horse was inoculated instead 
of the antidotes to those poisons which patients 
require. 

The problem thus arises as to how we are to 
obtain for the patient, who is the victim of a 
1 bacterial infection, the particular internal secretion 
he stands in need of. The answer is supplied in 
the fact that patients recover spontaneously from 
disease. We cannot doubt that such recovery is 
the result of an elaboration of protective substances 
! in the organism. We thus realise that the organism 
of the patient has the potentiality of elaborating 
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the particular internal secretions which are required 
for its own protection. 

It follows that though we may not be able to 
supplement a defect by supplying the required 
internal secretion from without, we may, given that 
we know the laws which govern the production of 
protective substances in the organism, be able to 
stimulate the production of the protective sub¬ 
stances in the organism of the patient. 

I shall be considered venturesome when I express 
my conviction that there is perhaps no case of acne, 
and that there are probably very few cases of 
furunculosis and sycosis which cannot, if we 
operate on the above principle, be cured in a com¬ 
paratively short time by anti-staphylococcus in¬ 
oculation. When I say this, however, I may claim 
as justification that I speak from an experience 
which must now embrace some thirty-six cases of 
these chronic staphylococcus invasions. 

But I think the method—I am accustomed to 
speak of it as the method of the therapeutic inocula¬ 
tion of bacterial vaccines—has a much wider 
range of application than has as yet appeared. It 
has an important application in connection with 
tuberculosis. We may assume that the victims of 
tuberculosis will recover if they produce enough of 
the particular internal secretion which is required to 
render their bodies uninhabitable by the tubercle 
bacillus. It is now customary to place the patient 
in open-air surroundings in the hope that he will 
under these conditions be successful in elaborating 
protective substances. But given a knowledge of 
the laws which govern the production of pro¬ 
tective substances, and given that we apply the 
stimuli to the secreting centres in conformity with 
those laws, we ought to be, and I believe we are, in 
a position to call forth an elaboration of the internal 
secretion which is required for the cure of tuber¬ 
culosis. When I say that, I do not say it without 
large reserves. I know it is possible for an animal, 
and therefore that it is possible for a patient to be 
plied with the appropriate stimulus without elicit¬ 
ing the desired response. This will be the case 
where the organism of the patient has already been 
stimulated to the point at which the capacity for 
response gives out. It may be the case also where 
the power of response is naturally defective. None 
the less it may be affirmed that practically always 
when we have a disease which is characterised by 
a tendency to spontaneous recovery, or a disease 
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which is both localised and chronic and which is 
not dangerous to life or not immediately dangerous, 
we can take advantage of that interval to ply the 
arts of immunization. We can address ourselves 
under these conditions to the secreting tissues in 
the body and invite them to elaborate the thera¬ 
peutic agents which are required. 

I forsee that there will be erected upon the basis 
a whole superstructure of useful therapeutics. I 
think that is the kind of superstructure which is 
going to be raised upon the piles, which have, in 
Sir Lauder Brunton’s metaphor, been driven home 
by scientific research into the soil. I think those 
piles have been driven in deep enough to support 
a very firm superstructure. I am convinced that 
there will rise upon them, if only we have the faith 
to go on, a veritable cathedral of medicine. 

Let me endeavour to set before you now in 
outline and as briefly as may be what is known 
about the general principles of what I am accus¬ 
tomed to call this “ physiology of immunization,” 
in short, about the law which governs the elabora¬ 
tion of the internal secretions which are concerned 
in immunization. Making a commencement in 
connection with anti-typhoid inoculation, I have 
made a long series of investigations on the law 
which governs the production of protective sub¬ 
stances in the human organism ; I have followed 
out in a similar manner the production of protective 
substances in the case of the anti-staphylococcus 
inoculations I now practise. Again, during the 
last twelve months I have been continuously en¬ 
gaged in working out the sequence of events in 
connection with the production of protective sub¬ 
stances against tuberculosis. As a result of this 
work on man, and of work carried out on animals 
by Ehrlich and by Salomonsen and his pupils in 
Copenhagen, we are in a position to formulate the 
general law which governs the production of pro¬ 
tective substances. This general law may be 
expressed most conveniently in the form of the 
curve I now draw on the black-board. I will, for the 
purpose of explaining the significance of that curve, 
take for consideration the case of a person suffer¬ 
ing from acne. 

The pustules of acne yield, when cultures are 
made from them, a pure cultivation of staphylo¬ 
coccus. The suppuration is thus due to the 
staphylococcus, and the suppuration is the essen¬ 
tially disfiguring element in acne. The patho- 
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genetic element ascertained, the next task is to 
determine how the patient’s blood differs with 
respect to its action from the blood of a normal 
person. The difference becomes clear when we 
take the blood of a patient suffering from acne or 
boils and test it alongside of a normal blood. The 
test we apply is to make in each case an addition 
of staphylococci to the blood to digest together the 
blood and the staphylococci, and then to count the 
number of staphylococci which are ingested by the 
white blood corpuscles of the normal man and of 
the patient respectively. For the purposes of this 
test the blood is kept liquid by the addition of 
citrate of soda, a measured quantity of the blood 
being mixed in a pipette with a measured quantity 
of citrate and an appropriate volume of a suspension 
of staphylococci. The capillary pipette is put 
aside in a warm chamber for fifteen minutes. 
After that interval film preparations are made with 
the contents of the pipette, and the film is stained 
by Leishmann’s stain. In preparations thus ob¬ 
tained the micro-organisms in the leucocytes can be 
counted with the same ease and precision as the 
number of men on a row of seats in this room. 
The differences which are thus revealed are very 
striking. If, for instance, the average number of 
staphylococci in the white corpuscle of a normal 
person comes out as five, it will be found that the 
average number in the leucocyte of the patient, the 
subject of a staphylococcus invasion, will come out 
at two or three. This phagocytic capacity will range 
between half and two-thirds of the normal. It is 
possible to go a step further and to demonstrate 
that the patient’s defective phagocytosis is due to a 
deficiency in the protective elements in the serum 
(opsonins), which normally operate upon the 
staphylococcus and convert it into pabulum for the 
leucocyte. Having ascertained the cause of the 
deficient resistance of the patient to staphylococcus 
invasion, we recognise that the task we have to set 
ourselves is the task of inducing the organism of 
the patient to elaborate the protective substances 
which he stands in need of. For this purpose we 
inoculate the patient with a staphylococcus vaccine 
consisting of a sterilised culture of staphylococcus. 
We obtain as the result of such an inoculation a 
reaction represented by the curve I have drawn. 
The first feature in that curve which calls for our 
attention is the feature which I have denoted the 
negative phase . We may also speak of it as the 


ebb of immunity. During this period the opsonic 
substances before spoken of are present in reduced 
quantities ; phagocytosis is as a consequence less 
effectual, and the patient has, as compared with his 
previous condition, a reduced power of resistance 
to the staphylococcus. After an interval of a few 
hours or days the curve comes back to its original 
level, and it then rises to a point which may be as 
much as four times above the normal. This 
feature of the curve we may designate the positive 
phase. Or again, we may speak of it as the flon* of 
immunity . After reaching its acme this curve 
rapidly falls off again. This falling off we may 
designate the back-flow. Let it be noted that the 
curve does not here come down to the original 
base line. It is maintained for some considerable 
time at a level which is higher than the original 
line from which we started. We may speak of this 
as the maintained high tide of immunity. To 
recapitulate the features of the curve of immuniza¬ 
tion : first an ebb, then a flow, then a back-flow, 
and finally a maintained high tide of immunity. 
As I have before indicated, these features of the 
curve come under observation in man in the case 
of anti-staphylococcus inoculation, anti-typhoid in¬ 
oculation, anti-tubercle inoculation, and anti-coli 
inoculation. The individual features of the curve 
are in each case subject to modification. Thus, if 
a large dose of vaccine is inoculated a very 
considerable negative phase of immunity may be 
produced, and that negative phase may continue 
for a very considerable time. Again, if the patient 
has not sufficient power of response the same 
result may happen. The negative phase thus pro¬ 
duced manifests itself in the case of acne in the 
aggravation of the clinical condition. In the case 
of acne pustulation would become more marked. 
The same thing may occur in connection with 
sycosis. In the case of tuberculosis the effect of 
the negative phase may manifest itself in a falling 
off of the body weight. But I would have you note 
that the negative phase is under control. It passes 
off rapidly and without clinical manifestation in the 
case where only a small dose of vaccine is 
administered. With such a dose, however, the 
positive phase does not reach the same height, and 1 
the effects obtained are less durable. 

I pass from considering the effect of a single 
inoculation to consider the effect of a series of 
successive inoculations, and let me point out to you 
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that the knowledge of the law which governs the 
effect of a series of inoculations is all-important, 1 
inasmuch a* we cannot ordinarily hope to achieve | 
a notable clinical result bf & single inoculation. 
The curve I now draw* on the board wilt bring the 
situation before you. If you inoculate a second 
time at this point, /. e ., during the period of the ! 
negative phase, you bring the curve still lower, you 
will be superadding negative phase to negative 
phase. In other words you cumulate your effects 
in the direction of the negative phase. Let me 1 
point out the results which might accrue from this | 
in the case, for instance, of a patient under treat¬ 
ment for local tuberculosis by inoculation of Koch’s 
new tuberculin. You might, if you inoculated 
your patient with repeated doses without testing 
the effect on the blood between the inoculations, 
quite well keep your patient permanently below , 
this normal level of resistance. You might, in other I 
words, by inoculating always another dose at the 
point as soon as he begins to elaborate protective 
substance, favour the growth of the tubercle bacillus 
in his organism. I am convinced that the failures 
of therapeutical inoculation—and I have in view 
the failures to achieve results in tuberculosis by the 
inoculation of new tuberculin—are more often due 
to improper dosage and improper interspacing of 
the doses than to incapacity of the patient to 
respond with a production of protective substances. 

I do not wonder at the failures ; I wonder only at 
the successes when I consider how these inocula¬ 
tions have been carried on in the dark. 

In conclusion, let me say that when the cumula¬ 
tive negative phase, which is in reality the great 
pitfall in connection with all inoculation processes, 
has been avoided, and when, instead, a cumulative 
effect in the direction of a positive phase has been 
obtained in a series of inoculations, I have in every 
case seen evidence of favourable clinical results. I 
have in view long standing and aggravated cases of 
staphylococcus invasion and very serious cases of 
tubercular infection. Let me give you the following 
examples of staphylococcus invasions treated by 
the therapeutic inoculation of bacterial vaccines. 

Case i. —The patient, a man aet. 40, consulted 
me in September, 1900, with a view to seeing 
whether anything could be done for him. He had 
suffered from furunculosis, complicated by sycosis 
and eczema of the face since 1893. 1° that year, ] 

while engaged in clearing out a tracheotomy tube | 


which had been removed from a patient who had 
been operated upon for acute laryngitis, he acci¬ 
dentally inoculated himself in the forefinger with 
some of the septic material. In spite of three deep 
incisions made successively into the finger and the 
palm of the hand infection spread upwards to the 
axilla (giving origin there to a bubo), and thence 
onwards into the blood-stream, setting up high 
fever and septic peritonitis. Since that time the 
patient, who had not previously suffered in this 
way, had been afflicted with the disorders referred 
to above. During the seven years which had 
elapsed since the onset the patient declared that 
he had never been free from boils for more than 
three months consecutively. Change of climate, 
every form of medicinal treatment, and local 
applications of the most varied description had all 
failed to afford any permanent relief. The patient 
was now suffering from an exacerbation of his 
symptoms. Recently he had hardly ever been 
quite free from styes on the eye and boils. These 
last occurred in two varieties—small superficial 
boils taking their origin in the skin on the neck 
and face, and larger deep-seated boils occurring in 
the subcutaneous tissue in any and every region of 
the body. The condition of sycosis was associated 
with weeping eczema, and was best marked on the 
region of the chin. The infiltration of the deeper 
layers of the skin was even there relatively in¬ 
considerable. The hair follicles of the eyelashes 
and eyebrows were affected by an inflammatory 
process similar to that which was affecting the hair 
follicles of the beard. 

A series of three successive inoculations was 
undertaken in October and November, 1900. 
From the date of the first inoculation the patient’s 
condition began to improve. With the exception 
of two small superficial boils, which developed 
between the dates of the second and third inocula¬ 
tions, the patient remained for twelve months 
absolutely free from furunculosis. The sycosis, 
eczema, and the affection of the eyelids also began 
to mend from the date of the first inoculation ; the 
two former had practically disappeared within a 
month from the beginning of the treatment. The 
ophthalmia tarsi lasted a little longer. The patient’s 
face, when he was seen twelve months after, was 
absolutely clean and free from eruption. He was 
desirous of being reinoculated, inasmuch as he had 
just developed two incipient boils. After a further 
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inoculation these boils aborted, and when last 
heard of the patient was quite well. 

In another of my cases the patient, a private 
soldier, was invalided home from Rawal Pindi for 
intractable sycosis, and was first seen on December 
24th, 1901. He gave the following history:—In 1 
1893 he developed a little sore on the scalp, which j 
was followed by a general eruption all over the 
scalp and face. He was admitted to, and remained 
under treatment in, the Camberwell Infirmary for 
six weeks, and was then discharged “ cured.’’ 
When he enlisted in 1897 he had, however, still a 
minute patch of eruption in front of his left ear. 
After serving for six months he was admitted to 
hospital for a deep-seated boil in the left parotid 
region, which developed in connection with the 
uncured patch of eruption just spoken of. He 
remained under treatment for about a fortnight. 
In the same year he proceeded to India, and re¬ 
mained well for a time. In 1899 he attended 
hospital for three months for sycosis and eczema of 
the face. He relapsed again in 1900, and spent 
nine weeks in hospital, afterwards attending as an 
out-patient. He was readmitted in 1901, and was 
invalided home after spending six or seven months 
in hospital under energetic treatment. The patient, 
whose face and head were entirely swathed in i 
dressings, was suffering from a very aggravated | 
form of sycosis complicated by eczema. The | 
whole area of the chin, the cheeks, and the under 
surface of the jaw was extensively infiltrated, and 
was thickly covered in places with moist scabs. A 
number of pustular points were interspersed be- | 
tween the prominences corresponding to the 
inflamed hair follicles. The bony contours of the 
jaw were almost obliterated by dense masses of 
infiltrated tissue. The scalp, and in particular 
that portion of it overlying the squamous portion j 
of the left temporal bone, was the seat of a scabby 
sero-pustular affection corresponding to that de¬ 
scribed under the name of acne varioliformis. 
The eyebrows and the margins of the eyelids were 
the seat of a chronic pustular inflammation. The 1 
patient was treated with a series of inoculations. 
These were followed by immediate improvement, 
but the disease relapsed over and over again. 
Finally he was discharged from hospital, after six¬ 
teen inoculations, to all appearances completely 
cured. 

Did time permit, I could lay before you results 


I think even more striking obtained by therapeutic 
inoculations of tubercle vaccine undertaken, as I 
think all such inoculations ought to be undertaken, 
in the light of the information obtained by the 
examination of the patient’s blood after each 
several inoculation. The cases I have had under 
treatment have included cases of tubercular bone 
disease, tubercular glands, aggravated lupus, tuber¬ 
cular peritonitis, and one case of tubercular affec¬ 
tion of the kidney. With one exception marked 
emendation has been obtained in all these cases. 
I propose hereafter to publish the curves and full 
particulars of these cases. For the moment it 
will suffice if I refer to the effects in two cases 
where the clinical condition was most grave. I 
have in view a case of very aggravated tubercular 
! peritonitis in an adult, associated with a hectic 
I temperature, and a case of renal tuberculosis with 
cystitis and emaciation. Both the patients in 
question are now, at the end of a year’s treatment, 
j to all intents and purposes completely recovered. 

They are going about their ordinary work, and 
i have put on in the one case 2^st., and in the 
other case over 3st. in weight. 

In conclusion, I would again urge upon you 
that of all the internal secretions, those we are 
most concerned with in medicine are those which 
confer protection against bacterial invasion. When 
we realise that internal secretions are related not 
alone to the production of myxcedema and acro¬ 
megaly, but also to bacterial infection, and when 
we further realise that in the case of chronic local 
infection the. internal secretions which are re¬ 
quired for the defence of the organism can— 
given the necessary power of response on the 
part of the patient—be elaborated under the 
stimulus of the appropriate vaccine, we shall -have 
obtained a glimpse of one of the prospects of 
therapeutic usefulness which are being opened up 
in medicine by scientific research. 

Professor Hewlett : Previous speakers in the 
debate have dealt so fully with the most interesting 
subject of internal secretions that I do not propose 
to address the meeting at any length, but will only 
refer to one or two points which I believe have not 
been touched upon yet. In the first place, I think 
it is necessary to distinguish three phases in which 
disturbances of internal secretions may be regarded, 
namely—First, the normal secretion of the gland in 
question may be in excess; it may be diminished, 
or the secretion, instead of being normal, may be 
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abnormal or perverted, and in the latter case may | direction. There is also another line upon which 
act as a poison, the effect of which would riot be I think we may hope for some practical outcome, 
neutralised by the normal gland or gland extract, and that is in the direction of the preparation of 
Obviously the administration of the gland or gland 1 anti-sera towards these glands and extracts; an 
extract as a therapeutic measure would only be of 1 anti-thyroid serum, for example, for disturbance ot 
service when the secretion of the gland in question j the thyroid ; an anti-adrenal serum for disturbances 
is diminished, or possibly in some cases in which of the suprarenals, and so on. The method otA 
it may be perverted. Certainly the administration preparation of such a serum would be to inoculate 
of a gland or extract will do harm if the secretion j animals with unaltered extracts of the glands im 
is in excess. In myxoedema and cretinism there is I question. After a course of treatment the serum 
a disappearance of the proper gland elements of the of the injected animal acquires anti-propertiefe 
thyroid, and one is able to make up for that towards the gland with which it has been injected, 
deficiency by administering the gland. In some Such anti-sera it might be conceived would be of 
cases of exophthalmic goitre there seems to be a considerable service in cases in which the secretion 
hypertrophy of the gland elements, and, as Sir of the gland was in excess; it might possibly take 
Victor Horsley pointed out, the administration of the place of serious surgical operations, for example, 
thyroid extract in those cases rather renders matters The anti-serum might be expected to neutralise 1 
worse than better. In the case of the pituitary body and destroy the excess of internal secretion causing j 
and the suprarenal capsule, acromegaly and Addi- the disturbance, and reduce the activity of the [ 
son’s disease, the failure or comparative failure of gland by destruction of its glandular elements, 
the use of the extracts of the glands in question in This mode of treatment has already been applied 
those conditions may be due to the fact that the to some extent in exophthalmic goitre, it is stated, 
internal secretion is not simply diminished but may with benefit. Experimentally it has been found 
be perverted. It may be entirely altered, and acts that anti-sera prepared by injecting animals with 
then as a poison, which is in no way neutralised by extracts of thyroid or the adrenals are possessed of 
administration of normal gland substance. With , very powerful physiological properties. Portis 
regard to the thyroid gland, there is a point which j found, for example, that an anti-thyroid serum pre- 
needs further elucidation, namely, the distinction pared by injecting goats with thyroid and bleeding 
between the para-thyroids and the thyroid proper, them, when injected into normal dogs in quantities 
Those two glands seem to be distinct from each of three to six c.c. per kilogram of body weight 
other, for ablation of the para-thyroids in animals caused depression, vomiting, convulsions, haemo- 
seems to result in acute disorder resembling globinuria, and death in a few hours. The thyroids 
tetany, and is rapidly fatal, while removal of the ( were found post mortem to be extensively affected, 
thyroid results in rather a chronic disorder. With diminution or disappearance of the colloid, haemor- 
regard to the treatment of cases in which internal rhages, desquamation and degeneration of the 
secretions are supposed to be diminished, it seems alveolar epithelium, etc. It is interesting to note 
to me a remarkable and a most fortunate fact that that when using anti-thyroid serum, the para- 
the thyroid gland or extract may be administered thyroids were unaffected, pointing to a severance 
by the mouth, and that adrenalin, for example, may or distinction of function between the thyroid and 
be boiled and still retain some of its physiological parathyroids. Abbott likewise, working with the 
properties. Considering the extremely delicate adrenals, obtained an anti-serum having marked 
nature of many of the substances produced in the j haemolytic properties, and when injected into 
living body, their great proneness to undergo grave guinea-pigs the animals died in a few hours with 
alteration, if not destruction, in gastric digestion or , intense prostration, a subnormal temperature, sub- 
by heating, it is very fortunate that the thyroid ; cutaneous oedema, enlargement of the lymph 

may be given by the mouth. At the same time glands, enlargement of the spleen, fatty degenera- 

these considerations suggest that possibly simple ; tion of the liver, etc. It only by using 
extracts of the gland can be prepared so that the . unaltered extract, if one maw term it so, or the 
extract is in as unaltered a condition as possible, ! complete extract of the adrenals, that Abbott 
e.g ., simple extraction with salt solution or some obtained these effects; the' uke of the ordinary 
inert solvent, and if the extracts be then injected adrenalin did not give rise'td the production of an 
subcutaneously better results may be obtained in anti-serum. These observations of Portis and of 

some cases than it is possible to get at present by Abbott have some bearing with regard to the 

administration by the mouth. Of course this has question of the reciprocal action of these internal 
been tried to some extent, but there is very con- secretions, which was raised by Dr. Rolleston. In 
siderable difficulty in preparing sterile extracts of many of their effects the anti-thyroid and anti- 
the glands in an unaltered condition. Filtration adrenal sera were almost exactly the same, both 
methods, for example, are extremely difficult to producing profound depression, both producing 
carry out with proteid solutions and the like. At blood destruction, and so on. 
any rate, there is a good deal to hope for in this (To be concluded.) 
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A CLINICAL LECTURE 

on 

THE INDUCTION OF PREMATURE 
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By G. E. HERMAN, M.B., F.R.C.P., F.R.C.S., 
Senior Obstetric Physician and Lecturer on Midwifery to 
the London Hospital. 


Ladies and Gentlemen,— I lecture to-day on 
premature labour. I have chosen that subject 
because I think it is a procedure which might be 
more often carried out than it is, and that the 
indications might be more precisely given than is 
sometimes done. 

This is an English subject. The introduction 
of premature labour was adopted in England as 
far back as the year 1756. It did not find its way 
into Germany until 1818, and was not established 
as a practice in France until 1831. 

Premature labour is brought about for two pur¬ 
poses : firstly as a prophylactic, and secondly as a 
curative, or rather I should say as- a means of 
rescuing the mother from danger. As a prophy¬ 
lactic it is carried out for three purposes : first, to 
save the life of the child; secondly, to prevent the 
occurrence of a difficult labour; and thirdly, to 
check haemorrhage. 

The cases in which it is done to rescue the 
mother from danger are those of disease which 
pregnancy makes worse. The most marked are 
diseases of the heart and diseases of the kidney. 
When a patient has valvular disease of the heart, 
as you know, the mere fact of valvular disease is 
in itself of no practical importance ; the important 
matter is whether there is compensatory hyper¬ 
trophy of the muscle sufficient to overcome the 
obstruction to the circulation interposed by the 
valvular lesion. If a woman has valvular disease 
of the heart which is compensated, and she be- 
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i comes pregnant,. she may go through pregnancy 
labour withbut ill .effects; her compensation may be 
sufficient to carry her through this series of events. 
But there are a few cases in which the compen¬ 
sation has been adequate so long as the patient 
was not pregnant, but when she has become preg¬ 
nant the compensation becomes insufficient, and , 
consequently the patient becomes short of breath, [ 
her legs become cedematous, and she spits up • 
blood. These changes occur in the second half 
of pregnancy, when the uterus gets so large as 
to encroach- on the intra-abdominal space, and j 
every week of the pregnancy adds to their gravity. 
In these circumstances if the patient is let alone, 
premature labour spontaneously comes on, but 
not until just before death. In a case of that 
kind if premature labour is induced and the 
uterus is emptied, the tension in the abdominal 
cavity is removed, the symptoms rapidly subside, 
and improvement is marked. I have seen a patient 
who could not lie down, was coughing up blood, 
with her legs cedematous, and labouring for breath ; 
but within a fortnight after induction of labour was 
up and practically well. So this is a class of case, 
fortunately not a numerous one, in which the in¬ 
duction of premature labour rescues the mother 
from peril. . ; 

Another case in which it may be necessary to 
induce labour is, where there is disease of the kidney. I 
Pregnancy brings with it a special liability to disease | 
of the kidney. There are two kinds of kidney dis- | 
ease peculiar to pregnancy. One of these is a j 
chronic, and the other an acute disease. The chronic 
disease of the kidney is attended with few symptoms; 
it comes on gradually; the patient is a little pale, 
may have sickness and shortness of breath, and when j 
the urine is examined it is found to contain a con- ! 
siderable proportion of albumin, sometimes even t 
one-third or half of its bulk. This chronic change j 
in the kidney which comes on during * pregnancy 
disappears quickly after the patient has been de¬ 
livered, and does not cause any grave symptoms. 
But it is important, because that chronic disease 
of the kidney makes the patient liable to an acute 
disease of the kidney which is accompanied by fits 
and coma, and is known as puerperal eclampsia. 
The chronic form of kidney disease is often re- ! 
moved by rest in bed, and putting the patient upon | 
a milk diet. If, however, rest in bed and keeping j 
the patient on milk diet does not remove the con- j 


dition, we havjef reason to think that the ^patient 
w'ill be liable to have puerperal eclampsia. ' There¬ 
fore it is desirable that in those cases where the 
chronic kidney disease is not removed by the 
measures I have mentioned, premature labour 
should be induced, otherwise puerperal eclampsia 
is likely to follow. Induction of labour will here 
prevent a grave peril. 

I will now speak of some rarer diseases of preg¬ 
nancy in which I think the induction of premature 
labour is good treatment, but in which, from the 
rarity of the cases involved, the evidence in favour 
of that benefit is not so clear as in those I have 
mentioned. The first I will speak of is diabetes. 
Pregnancy is not a common concomitant of dia¬ 
betes, for the reason that the age at which diabetes 
usually occurs is later than that at which women 
become pregnant. Therefore we know little about 
the co-existence of pregnancy with diabetes; still 
we know something. Several cases which have 
been observed in which diabetes has come on 
during pregnancy, have got better after the preg¬ 
nancy has terminated, and have recurred with the 
onset of another pregnancy. These observations 
seem to show that pregnancy has some influence 
in bringing about diabetes. We know that diabetic 
patients are liable to die by collapse after any 
injury, and when labour has come on in diabetic 
patients, sometimes the delivery of the child has 
led to rapid collapse. In some cases of diabetes 
with pregnancy not known to have come on during 
pregnancy, there has been improvement in the 
diabetes when the pregnancy has terminated. 
Looking at these facts, that sometimes diabetes 
comes on during pregnancy and gets well after the 
pregnancy is over, and that sometimes diabetes 
which has not come on during pregnancy improves 
on the termination of the pregnancy, and that 
some diabetic patients have died in collapse after 
labour, I think it is good treatment to bring on 
premature labour. Still that rests on somewhat 
slender evidence, and therefore everybody may not 
agree with me. 

There is another rare disease in which it may 
be desirable to induce premature labour, viz. 
leukaemia. The cases in which leukaemia has 
occurred during pregnancy which can be found 
in literature are not numerous. Leukaemia is a 
disease which is attended with great enlargement of 
the spleen, as well as diminution of the red blood 
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corpuscles and increase in the white corpuscles, 
and from the enlargement of the spleen it 
follows that when a patient with leukaemia be¬ 
comes pregnant her distress becomes aggravated 
by the abdominal distension. In almost every 
case in which the patient has survived childbed 
her condition has improved after the pregnancy 
has been terminated. There have been other 
cases in which the pregnant woman with leukaemia 
has died very rapidly, a few hours or days after 
delivery; so that the onset of labour at term is a 
source of grave peril in a patient who has leukaemia 
with pregnancy, and the disease is benefited by 
the termination of the pregnancy. Therefore I 
think that the induction of premature labour is 
in this disease good practice. 

Another condition which I would mention in 
this connection is pernicious anaemia. Atiaemia 
seems to be disproportionately frequent in preg¬ 
nant women. And this disease, too, it seems is 
like leukaemia, although we have not to do with a 
large spleen here, in that improvement seems to 
follow the induction of premature labour. I agree 
with Spiegelberg that premature delivery is good 
treatment in pernicious anaemia complicating preg¬ 
nancy. 

I may be expected to mention the vomiting of 
pregnancy, but I have not referred to that because 
premature labour is only spoken of when the child 
is large enough to survive; the vomiting of preg¬ 
nancy comes on earlier, and the dangers which arise 
from it occur earlier in the pregnancy. 

Another grave disease during pregnancy is acute 
yellow atrophy of the liver, and in regard to that I 
will only say that it is a disease which has hardly 
ever been known to be cured. The induction of 
labour is the only way of doing good. 

There are a few diseases in which induction of 
labour prematurely has been proposed, but as to 
which in my judgment there is grave doubt as to 
whether it is beneficial. One of these is tubercu¬ 
losis. This is a subject which has been much 
debated. Some have asserted that pregnancy 
aggravates tuberculosis, and that therefore when 
pregnancy coexists with tuberculosis the pregnancy 
should be terminated. On the other hand, the 
older physicians were of opinion that tuberculosis 
was benefited by the occurrence of pregnancy, 
that the pregnancy arrested the tuberculous pro¬ 
cess. In my judgment, there is no clear evidence 


one way or the other, and therefore I do not 
advise the induction of abortion or premature 
labour when pregnancy occurs with this disease. 

Another disease in which there is doubt about 
the advisability of inducing premature labour is 
chorea. Ghorea during pregnancy is a disease of 
gravity. If we could be sure that by inducing 
premature labour chorea would be cured that 
would be good and proper treatment, but un¬ 
fortunately the effect of inducing labour upon 
chorea cannot be predicted. Sometimes chorea 
gets well after premature labour has been induced, 
but sometimes it gets well without it, and some¬ 
times again although premature labour has been 
induced the chorea gets worse, and perhaps the 
patient dies. So in my judgment there is no 
clear evidence that the induction of labour pre¬ 
maturely does good in chorea, and therefore I do 
not recommend it. 

Next with regard to insanity. We know that 
pregnancy brings with it a special liability to 
insanity; also that the insanity is that form from 
which patients most frequently recover. And that 
fact would make one think that if the insanity 
depends on the pregnancy, it should be termin¬ 
ated by the termination of the pregnancy. I 
cannot speak from personal experience, but I 
find nearly all experts in mental disease, who have 
had large experience of mental disease, are of 
opinion that good is not done in insanity by 
terminating the pregnancy. 

These are the chief diseases in which by in¬ 
ducing premature labour we can save the mother 
from grave danger, and for that reason it is proper 
to induce labour. 

The other reason for inducing premature labour 
is as a prophylactic. It occasionally prevents 
the intra-uterine death of the child. This is a 
subject the pathology of which we know practi¬ 
cally nothing about. But clinically we know 
enough to say this, that sometimes the child dies 
at a particular date in the pregnancy. The mother 
feels the movements of the child up to that time, 
then they cease, and when subsequently labour 
comes on the child is found to be dead. Why 
that is we do not know. In one of the best 
marked cases I have seen the patient found that 
when she had reached the date at which she 
expected that labour would come on, she ceased 
to feel the foetal movements, the labour did not 
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come on for some weeks afterwards, and then the 
child was dead. Our want of knowledge of what 
the changes are that make the child die does not 
prevent us from saying that if in another pregnancy 
we induce labour before the date at which the 
child died in the former pregnancies we shall very 
likely get a living child, so it is a proper course to 
ascertain the date at which the previous child died 
in utero y and then to secure the birth of a living 
child by inducing labour before that date. 

The next condition in which, as a prophylactic, 
labour should be induced, is to prevent difficult 
labour. 

Labour may be difficult either because the pelvis 
is too small or because the child is too large. The 
effect on the labour is the same whether the pelvis 
is too small or the child too large. The smallest 
pelvis in which it is proper to induce premature 
labour is one having a conjugate diameter of at 
least two and three-quarter inches, because the 
head of a viable child cannot come through a 
pelvis having a smaller space than this. If prema¬ 
ture labour is induced in such a case it is of no use 
as a measure for preserving the life of the child, 
because craniotomy or some alternative procedure 
will have to be done. The largest pelvis in which, 
other things being normal, premature labour may 
be induced is one with a conjugate diameter of 
three and a half inches, because a child of average 
size and weight can come through that. There¬ 
fore there is no object in inducing labour unless 
it is known that the child is of excessive size. ' 
These are absolute measurements, and the indica¬ 
tion for the induction of premature labour does 
not lie in absolute, but in relative measurements. 
You may find directions given as to the different 
degrees of pelvic contraction, saying that labour is 
to be induced at a given week in pregnancy when 
the pelvis measures a certain number of inches. 
But in my opinion that is not the best way of de¬ 
termining the proper date at which to induce labour, 
because this date depends on the size of the child 
in relation to the pelvis, not on the absolute size 
of the pelvis. Let us take first of all the cases in j 
which we know that the child is not of excessive 
size. This can be made out by abdominal measure¬ 
ments. The average greatest girth of the abdo¬ 
men of a woman at full term of pregnancy is 
thirty-five to thirty-six inches ; the measurement 
from the symphysis pubis over the uterine con¬ 


vexity to the top of the uterus averages thirteen 
inches. If the patient’s measurements do not ex¬ 
ceed these you may be sure that the child does not 
exceed the average in size and weight. Having 
that knowledge, the next thing is to determine the 
relative size of the child and the pelvis. To do that 
the patient should be told to come for examination 
before the date at which it is thought probable that 
induction of premature labour will be required. 
Then she must be put upon her back in a reclining 
posture, half way between the sitting and the hori¬ 
zontal position, so that the patient’s back is in¬ 
clined at an angle of about 45 0 with the horizon, 
because in that position the uterus lies vertically at 
right angles to the brim of the pelvis. If you 
examine a patient who is lying horizontally you 
will find the long axis of the pregnant uterus is 
behind a line perpendicular to the pelvic brim. 
Often when the patient is lying on her back you 
cannot press the head into the pelvic brim, but you 
easily do it when the patient is put in a position 
midway between the sitting and the lying posture. 
Then with one hand on each side of the abdomen, 
with the tips of the fingers pressed into the pelvic 
inlet if the child lies with the head lowest, you get 
the head between the fingers of the two hands. 
You can make out by abdominal palpation on 
which side the back is turned—that is to say, 
whether the back of the child is towards the front 
or whether the limbs are. If the limbs are in 
front the child should be rotated by pressure on 
the shoulders of the child until the back comes in 
front. With the head over the brim and the back 
in front you try to press .the head down in the 
pelvic brim. If you find the head will easily enter 
the pelvic brim there is no indication for inducing 
labour at that particular date, and you should tell 
the patient to come up again in another fort¬ 
night’s time for the purpose of being examined 
again, and the same process should be gone 
through, the head pressed as far down into the 
pelvic brim as possible. When you can only get 
the head to enter the brim of the pelvis by press¬ 
ing strongly upon it, that is to say when the head 
will only enter the pelvic brim with difficulty, the 
induction of labour should not be further post¬ 
poned. Of late attention has been drawn to the 
value of what is called Walcher’s position. The 
patient is put upon a high table with the legs 
hanging over the side of the table, and that 
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effects a rotation of the pelvis, about the sacrum 
which enlarges the conjugate. The accounts of 
those who have investigated this point differ much 
as to the degree of enlargement which is effected 
by Walcher’s position, and I am not in a position 
to speak of its results myself. But as to the value. 
of the semi-recumbent posture in facilitating the 
entrance of the head into the brim of the pelvis I 
have no doubt. 1 

If you fix the date of induction of labour by the : 
number of weeks to which the pregnancy has 
extended, and the measurement of the conjugate 
diameter of the brim, you must take a different 
date according to the shape of the pelvis. A flat 
pelvis requires a different calculation from a round 
pelvis. But all such calculations are superfluous 
if you choose the date for the induction of labour 
by the degree of ease or difficulty with which the 
head enters the brim. If you do that you will not 
go far wrong. 

What I have said about the induction of labour 
in a contracted pelvis applies to the induction of 
labour if the child is of excessive size; this is a 
thing which is not recognised as much as it should 
be. It can be inferred that the child is of excessive 
size if, while the mother is not very fat and has not 
an excessive amount of liquor amnii, her measure¬ 
ments greatly exceed those I have already given 
you. But with dropsy of the amnion there will be 
fluctuation. If you find that the patient is not fat 
but nevertheless that she is extremely big, and 
that the uterus is not fluctuating, that is probably | 
due either to a very large child or to twins. By 
careful palpation of the abdomen the presence of 
twins can be distinguished from the presence of 
one large child. In the case of one large child you 
will be able to feel that the greatest diameter of the 
foetal head is just above the inlet of the pelvis. I think 
that every pregnant woman should be told to come 
for examination when she is seven or eight 
months pregnant. She should come for examina¬ 
tion when she is seven months pregnant if it is 
her first pregnancy, because in that case you have 
no information as to the size of the pelvis, and 
therefore as to the likelihood of difficulty in labour. 
There may be contraction of the pelvis not 
appreciable by such examination as you can em¬ 
ploy when the patient is not anaesthetised, because 
slight shortening of the conjugate diameter of the 
brim cannot be detected without giving the patient 


great pain. If you tell the patient to come up 
when she is seven months pregnant you will be 
able to see with what degree of ease or difficulty 
you can press the head into the brim. If the 
child should be so large in comparison with the 
pelvis that its entry into the brim is difficult, you 
can induce labour, and in that way prevent the 
patient having a difficult labour, and in a bad case 
you may, by that procedure, save the life of 
the child, which otherwise might have had to be 
sacrificed. 

The other condition in which we have to induce 
labour is that of haemorrhage. The placenta may 
be implanted over that part of the uterus which 
has to dilate to let the child pass. In that case 
haemorrhage is inevitable. The haemorrhage may 
come on at any time and be great ; the risk to the 
mother is great, and the risk to the child is great. 
When the diagnosis of placenta praevia has been 
made there should be no delay, but labour should 
be induced at the earliest possible time. In 
accidental haemorrhage there is a bleeding surface 
in the uterus, and the bleeding often cannot be 
stopped until the uterus is emptied. I do not say 
that for every slight escape of a few drops of blood 
labour should be induced, because cases of slight 
accidental haemorrhage are met with which do not 
lead to anything serious. But when a patient has 
had an attack of great haemorrhage there should 
be no temporising: she is only safe when the 
uterus is emptied. 

Now a few words as to the methods of inducing 
premature labour. During pregnancy, as you 
know, the uterus is continually contracting, but 
those contractions are opposed by the contraction 
of the circular fibres of the internal os. The bag 
of membranes is slightly adherent to the decidua, 
and these adhesions are enough to withstand the 
slight force with which the uterus forces the bag of 
membranes on during pregnancy. If you put a 
finger into the os uteri internum and detach the 
membranes from the decidua as far as you can 
reach that will make the bag of membranes so 
prone to protrude into the os uteri that often labour 
will come on. This should be done while the 
uterus is not contracting, for then there is no danger 
- of rupturing the membranes. This is the simplest, 
easiest, and most natural way of inducing premature 
labour. But it cannot be easily employed in first 
1 pregnancies, because in them the cervical canal is 
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not big enough to admit the finger. In women 
who have had children it is generally easy to get 
the finger past the internal os and detach the 
membranes. There is reason to think that some¬ 
times the first stage of labour is retarded by 
abnormal adhesion of membranes to the uterus. I 
have seen cases in which the labour was going on 
slowly and the detachment of the membranes all 
round made a great difference in the frequency and 
the power of the pains. 

If the os uteri is not big enough to admit a 
finger, the next best way is the introduction of an 
elastic No. io bougie introduced through the os 
internum and pushed to the fundus uteri between 
the membranes and the uterine wall. Some speak 
of pushing this up in such a way as to avoid the 
placenta. But how that is to be done I cannot 
imagine. I have not found I could in the least 
know whether the bougie was passing in front or 
behind the bag of membranes. You must let it 
find its own way; you cannot tell where the placenta 
is or where the bougie is going. In most cases 
when a bougie has been put in the pains will come 
on within twenty-four hours, and the labour will go 
on. The presence of the bougie in the uterus only 
acts as a slight stimulus to the pains. It does 
not interfere with the progress of the labour. 
When the os uteri is about four-fifths of its size, 
the bougie can be withdrawn and the mem¬ 
branes ruptured. This is the way of inducing 
labour which corresponds next most nearly to the 
natural process. But in some cases the introduction 
of the bougie is not followed by the occurrence of 
labour pains. We know not why it is that in some 
'women the uterus is so much more irritable than 
in others; but there are some cases in which it 
seems possible to do almost anything with it, except 
to induce labour. One has seen cases in which 
the bougie has been put in and there is no result, 
and then two or three have been put in, but still 
without result. Then the cervix has been dilated 
with tents, then with the largest Barnes’s bag, and 
then when the bag has been withdrawn the cervix 
has contracted again. Such cases are exceptional. 
If you put in a bougie, or two or three bougies, 
and labour pains have not come on, the best thing 
is to dilate the cervix, either with a tent or with 
Hegar’s dilators. The advantage of the tent is 
that you can put one in and leave it there without 
anaesthetising the patient. On the other hand, if 


you wish to carry out considerable dilatation with 
Hegar’s dilators you ought to have the patient 
anaesthetised. But you may be in circumstances in 
which it is not convenient to administer an anaes¬ 
thetic, and then the tent will be better. When the 
cervix has been dilated enough to admit one finger 
you can, by the fingers, get the cervix dilated 
enough to admit two fingers, and you can then put 
in a Champetier de Ribes’s bag. This bag is 
superior to Barnes’s bags, because with Barnes’s 
bags you have to introduce successive sizes one 
after another. And even the third Barnes’s bag was 
not equal to effecting a complete dilatation of the 
os. When Champetier de Ribes’s bag has dilated 
the cervix, the os uteri is big enough to let 
the child pass. There are one or two points about 
it which I would mention. There are different 
models of that bag. Instrument makers appear to 
have been exercising their ingenuity in introducing 
modifications of the original bag, which they con¬ 
sider to be improvements. First of all the bag is 
made of inelastic material, waterproof silk. I have 
seen bags of the same shape but made of india- 
rubber. That is a mistake, because if so made 
you are not able to tell when it is full. When it 
is made of inelastic material you simply pump 
water into it until you can pump no more, and 
then you know it is full. The bag is perishable 
and deteriorates after you have used it, and it may 
in time leak. Therefore, to make it stronger, the 
bags have been constructed of some material other 
than silk. That is a mistake, because when made 
of this coarser material it takes up more room. 
This bag which I show you will go into the same 
space as two fingers. But I have seen bags for 
the introduction of which it was necessary to make 
the os uteri bigger than this. The bag should be 
inelastic and should be constructed of as fine 
material as possible. I have also seen bags of 
different dimensions. A bag of three and three- 
quarter inches across is the best size, for it will not 
come out of the uterus until the os has been dilated 
to that size. I have seen bags measuring only 
three inches across, and such bags would repro¬ 
duce the defect of Barnes’s bags, because the os 
uteri is not big enough for delivery of the child 
after the bag has come out. But with a bag of the 
proper size, when it has come out you can deliver 
the child in a few minutes. Of course it may be 
said, and properly, that if you have a bag that 
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measures three and three-quarten inches across, 
and the brim of the pelvis is contracted, the con¬ 
traction of the pelvis will prevent the bag coming 
out. That is so, but you can provide for that in 
such a case by letting out a little water after the 
bag has been filled. The dilatation of the cervix 
uteri takes rather longer in a premature confine¬ 
ment than in one at full term, for this reason, that 
when labour comes on at full term the contractions 
of the preparatory stage of labour have already 
opened up the internal os, so that by the time the 
first pains are felt, and what is called “ a show ” 
takes place, the internal os has been dilated, 
and all that has to take place is the dilatation of 
the external os. But when labour is brought on pre¬ 
maturely the internal os is not already dilated, 
and consequently the first stage of labour includes 
first dilatation of the internal and then of the 
external os. With Champetier de Ribes’s bag the 
first stage of labour usually lasts from eight to 
sixteen hours. That is the way in which I think 
premature labour is best brought about. It should 
be, if possible, started by separating the membranes 
or by bougies, and then left to nature, letting the 
bag of membranes dilate the os uteri, and letting 
the uterus expel the child as in natural labour, only 
interfering if such complications arise as would call 
for interference in labour at full term. But if the 
uterus is inactive, and if it is impossible to provoke 
uterine action by bougies, the best thing is to 
dilate the cervical canal with tents by Hegar’s 
dilators, or by the fingers, and then put in a 
Champetier de Ribes’s bag. I have not yet heard 
of a uterus which was so insensitive that it would 
tolerate a Champetier de Ribes’s bag without 
attempting to expel the foetus. What I have said 
about the use of Champetier de Ribes’s bag applies 
to placenta praevia. In that condition I think that 
the most satisfactory treatment is dilatation of the 
cervical canal by Champetier de Ribes’s bag, 
because with that bag you have the bleeding part 
continuously pressed upon, and thereby haemor¬ 
rhage is restrained. By the method of treatment 
which Braxton Hicks introduced, bi-polar version, 
the child was often sacrificed, because the umbilical 
cord was pressed upon while the body of the child 
was passing through the os uteri. With Champetier 
de Ribes’s bag the lower segment of the uterus is 
dilated without any injurious effect upon the foetal 
circulation, and thus the risk to the life of the 


child is less. In accidental haemorrhage it is im¬ 
portant to ascertain the position of the child, and if 
it is lying transversely it is well to rectify that 
before the bag is put in; but not essential, for if 
the os uteri is fully dilated the child can be turned 
and delivered in a few minutes. In placenta 
praevia and in accidental haemorrhage it is of vital 
importance to leave the bag to be expelled by 
natural efforts ; there should be no attempt to 
hasten delivery by pulling cm the bag ; if you pull 
upon the bag and then extract the child while the 
uterus is not acting, you are sure to get post¬ 
partum haemorrhage. 

What are the alternatives to premature labour ? 
Supposing that we have a case of contracted pelvis 
in which the child is too big to pass, the choice 
lies between craniotomy, Caesarean section, and 
symphysiotomy. By symphysiotomy you add 
about half an inch to the conjugate diameter. 
Thus in a case with a conjugate of two and a 
quarter inches you enlarge it to two and three- 
quarters. I doubt if symphysiotomy will ever be 
largely used, and for this reason : you need to 
make very sure before doing it of the mechanical 
conditions with which you are dealing, because, if 
the child is too big to be delivered by that means, 
and the symphysis is divided and the child dragged 
through, the two halves of the symphysis may be 
forced unduly widely apart, and death may result 
in consequence. Symphysiotomy is harmless if it 
is done under the proper mechanical conditions, 
but those mechanical conditions cannot always be 
determined beforehand. 

In a case of contracted pelvis in which it is 
certain that the patient cannot have a child born 
of average size and weight, and in which the child 
can only be born at full term on condition that it 
is a small one, the alternatives lie between the 
repetition in pregnancy after pregnancy of prema¬ 
ture delivery and the performance of Caesarean 
section. With Caesarean section can be combined 
the sterilisation of the patient, or if that is not done 
the patient can be told that the risk of subsequent 
Caesarean sections will be less than that of the 
first, because often after Caesarean section the 
uterus is found adherent to the anterior abdominal 
wall, and in that case some of the dangers of 
Caesarean section are done away with. In my 
opinion that is the alternative which will have in 
the future to be presented to the patients whose 
pelves are too small to allow them to have a strong 
and well-developed child. The great reduction in 
the risk of this operation is one of the most remark¬ 
able steps in the progress of surgery. Caesarean 
section is an operation which ought to have hardly 
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any mortality. You know how the mortality from 
ovariotomy has been reduced, and in ovariotomy 
there are necessarily dangers which do not come 
into Caesarean section. The surgeon who opens 
the abdomen for the purpose of removing a tumour 
never knows what he may meet with. You cannot 
tell what is inside a box until you open the lid. 
But in the case of Caesarean section it is not so; 
you have to deal with healthy parts; you can tell 
beforehand where everything is ; it is the simplest 
and easiest operation in abdominal surgery, and 
one which should have hardly any mortality. I 
think that in cases in which premature labour 
would have to be induced time after time Caesarean 
section is the best alternative to offer. Still, for a 
long time to come there will be cases in circum¬ 
stances unfavourable to the successful performance 
of Caesarean section, and in which, therefore, it may 
be safer to allow the patient to have the labour 
induced, so that the child can be bom before it 
has got so big as to cause difficulty and danger in 
delivery. 

There is no greater risk to the mother in 
premature labour than in labour at full term. 
Before the introduction of antiseptics there was 
greater risk, because it meant more manipulation, 
and therefore risk of contamination, and at a time 
when all manipulations brought risk of septic in¬ 
fection that was a serious objection. But when 
we use antiseptics the manipulations which are 
required in the induction of premature labour 
ought not to bring with them any such risk. We 
ought to be able to tell the patient that a premature 
labour is as safe as one at full term. There is a 
curious superstition in the minds of some of the 
public, namely, that a child’s chances of survival 
are greater if it is born at the seventh month than 
if it is bom at the eighth month. Of course the 
fact is the other way round, and the idea is a pure 
delusion. 

The great objection to bringing about premature 
labour is that the child is born puny and small, 
and for that reason requires greater attention to rear 
it than a child born at full term. In rearing a child 
born prematurely the great point consists in keeping 
the child warm, because the child bom before due 
time has not the power of generating as much 
heat as it requires. It is not sufficient to wrap it 
up warmly ; it is not enough to prevent the heat of 
its body escaping readily, but additional heat must 
be communicated to it from without. The earlier 
the pregnancy is terminated the greater is the 
need for communication of warmth to the child. 
Therefore in cases of premature birth it is well to 
get the parents to provide an incubator, for with 
that the child can not only be prevented from 
losing its heat, but it can have heat imparted to it 
from without. If the child survive the first few 
weeks it will thrive. There are many kinds of 
incubator. 


•*INTERNAL SECRETIONS” IN 
DISEASE AND IN TREATMENT. 
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(Concluded from page 48.) 


Dr. Hale White: The phrase internal secretion 
has been so widely interpreted by those who have 
preceded me in this debate, that it has been taken to 
range from what one might almost call the external 
secretion of the gastric juice, to the formation of 
anti-tqxin. I am not at all sure that such a wide 
view of the subject is altogether disadvantageous, 
because it certainly is a good thing that from time 
to time we should take a more general survey of 
our subject than we are accustomed ordinarily to 
do. But on the other hand, the widening of the 
subject to such an extent makes it almost impos¬ 
sible for anyone to cover the whole ground. Even 
if time allowed, probably his knowledge would not 
permit it. Therefore I propose to strictly confine 
myself to clinical and post-mortem points in con¬ 
nection with the internal secretion. Probably at 
the present moment the internal secretion that is 
interesting us most is that of the pancreas, and 
inasmuch as many cases of diabetes have been 
most carefully examined after death and no change 
has been found in the pancreas, there has been 
rather a tendency of late to belittle the pancreas, 
and not to give it its full share in the produc¬ 
tion of this disease. That it may be of great 
importance in the production of diabetes, I think 
there can be no manner of doubt; and in order to 
test this matter by post-mortem experience I went 
through our post-mortem records at Guy’s Hospital. 
I took the post-mortems from the year 1884 to 
1897, both inclusive, that is to say fourteen con¬ 
secutive years. During that time the number of 
post-mortems in the hospital was 6708, and the 
pancreas appeared to the morbid anatomist dis¬ 
eased in 142 instances, that is in 2 per cent, of all 
the cases dying in a large hospital. And when I 
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say it appeared to the morbid anatomist diseased 
I mean to the naked eye. The most frequent 
disease met with in these 142 instances was 
primary malignant disease of the pancreas 31 
instances; and that is what we should expect. 
But the next I think many of us would not have 
expected, namely that there were no fewer than 
26 instances of what the morbid anatomist de¬ 
scribed as a cirrhotic, congested, or hard pancreas. 
And I think that if those of us who make post 
mortems will look at the matter carefully, we shall 
find that this is not by any means an uncommon 
condition, and is nearly always found associated 
with severe backward pressure, usually from heart 
disease, and it is practically the same affection of the 
pancreas as we see in the kidney in an ordinary 
case of mitral regurgitation. Many books on pan¬ 
creatic disease do not allude to this, and the matter 
is of some considerable importance, because I have 
twice known—and in one case only recently— 
that the pancreas felt so hard during life that the 
patient was thought to be the subject of malignant 
disease. Perhaps, as this is a clinical society, I 
might mention the case which occurred only the 
other day, that of a woman who was obscurely ill, 
and was examined under an anaesthetic. A lump 
was felt inside the abdomen, which was thought to 
be malignant, but it was only a hard pancreas. She 
died of something else, but the diagnosis was 
. wrong to the moment of her death, because on 
feeling this hard pancreas ‘the diagnosis had been 
made of malignant disease. However, that is 
only by the way. The next most frequent con¬ 
dition amongst these 142 instances of pancreatic 
disease was the small atrophic pancreas, and there 
were 19 cases. The other diseases of the pan¬ 
creas which were found I need not trouble you 
with, because they do not bear on this subject. 
Some of these 19 pancreases which were de¬ 
scribed in the words of the morbid anatomist as 
atrophic, were soft and flabby, and others fibrous 
and hard—sometimes the pancreas only weighed 
one ounce. No. fewer than 16 of these 19 
people I found, on looking back at the clinical 
reports, and contrasting them with the post mortem, 
had diabetes. One patient in whom the atrophic 
pancreas was described had pancreatic calculi and 
glycosuria. By taking the number of fatal cases 
of diabetes during the same 14 years in the 
hospital I found that a third of all the patients 


dying in a large general hospital from diabetes, 
had a small atrophic pancreas, so strikingly small 
that the morbid anatomist, even without making a 
microscopical section, recorded the pancreas as 
abnormal You will notice that I said only 16 had 
diabetes out of 19. Of the remaining 3, in 1 the 
pancreas was atrophic from a large growth pressing 
on it, in another the patient was very much wasted 
from another disease, and had no omental fat, so 
that the wasting of the pancreas may have been part 
of the general wasting ; and the other was a woman 
who died so soon after admission that there was no 
opportunity of examining her urine. She may have 
had diabetes. The best account I know of the sub¬ 
ject is in Nothnagel’s system of medicine, and the 
account is written by Oser, who fully confirms this 
experience at Guy’s Hospital. He says that he 
considers it proved that although one cause at least 
of diabetes is disease of the pancreas, yet this organ 
may be perfectly healthy as far as the microscope 
can discover; and also that the pancreas may be 
totally destroyed by disease without there being 
any diabetes. And that agrees with our experience; 
and also it agrees with our experience that pan¬ 
creatic diabetes is nearly always associated with 
atrophy of the whole pancreas. Simple atrophy, 
he says, is by far the comrfionest disease of the 
pancreas associated with diabetes. And then he 
quotes Haussman, from the Berlin Pathological 
Institute, who found in 10 years that they had 
8 cases of diabetes without pancreatic disease, 6 
without any mention of the pancreas in the post¬ 
mortem report, 40 cases with disease of the 
pancreas, and they had 19 cases in which the 
pancreas was considerably diseased, but there was 
no diabetes. 

Among the 40 cases in which, in the Berlin 
Pathological Institute, they found disease of the 
pancreas, 36 were simple atrophy (practically the 
same thing as at Guy’s), 3 were fibrous indura¬ 
tion, and 1 was uncertain. Therefore I think my 
point is proved that we must not be led away by 
the fact that in two-thirds of the cases of diabetes 
no pancreatic disease is discoverable to the con¬ 
clusion that the pancreas has little or nothing to do 
with diabetes, because both at Berlin and at Guy’s 
about one-third of the people dying of diabetes 
have pancreatic disease visible to the naked eye. 
And it is a definite characteristic condition of the 
pancreas, namely, it is a small atrophic organ, 
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sometimes so wasted that its weight, as you have 
heard, is reduced to. one lounce. It is true that 
other diseases of the pancreas may sometimes cause 
diabetes, and it would be a very interesting thing 
if one could come across such a case, to see 
whether then it was true diabetes ; that is to say 
whether there was the diacetic acid, or the 
oxybutyric acid, or excess of ammonia in the urine 
and other changes which we know to be quite as 
characteristic of diabetes as, indeed much more so 
than, glycosuria. Oser gives many other con¬ 
ditions which will produce very occasionally 
glycosuria, such as fatty degeneration of the 
pancreas, pancreatic calculus, carcinoma, cyst, 
haemorrhage, abscesses, necrosis, and fat necrosis. 

I think that completes that part of the subject, 
namely, that it is proved that pancreatic disease is 
important in the production of diabetes, but, 
as I said just now, there are undoubtedly some 
cases in which no pancreatic disease is present. 
It always seems to me that we are still a long 
way off from understanding diabetes, and w*e are 
so liable, when a new discovery is made, to rest 
and not to look forward any further. In con¬ 
nection with this it is certain that disease of the 
pancreas leads to hyperglycaemia, but I think we 
are too much inclined to attach great importance 
to that as a symptom of diabetes. In the first 
place, no doubt it is true that with a large amount 
of sugar passing there is some loss of energy, and 
the patient may pass such an amount of sugar in 
his urine as to lose several hundred large calories 
of energy in that way in a day, but this could be 
easily compensated. I know a man in full enjoy¬ 
ment of life, whom I see occasionally, who to my 
knowledge has passed large, amounts of sugar in 
his urine for twenty years, and such cases are not 
uncommon. And they suggest that we have not 
got very far in our interpretation of diabetes so long 
as we only think about the sugar. What we are 
liable to forget is that there are so many other 
metabolic perversions in diabetes. For instance 
there is the excess of ammonia, the presence of 
oxybutyric acid, and other metabolic phenomena, 
remembrance of which will occur readily to the 
members of this Society. And it is rather gratui¬ 
tous to attach all the importance of the disease to 
sugar rather than to these other conditions. It is 
not the sugar that kills. Patients die from diabetic 
coma, but there does seem one thing which is 


clear if anything is, and that is that it is not the 
sugar which makes the person comatose. The 
sugar present in the urine in cases of coma is often 
less than it is in a man who has no coma at all 
An interesting case bearing on that came under my 
observation about a year ago, and I have been able 
to watch him. The patient was a child two or 
three years of age, in whom a skilful doctor, not 
quite sure why the child was not well, found sugar 
in the urine. By dieting that child we got rid of 
the sugar, but we never got rid of the diacetic acid ; 
it always remained in large amount, and the child 
died a fortnight ago, although the sugar had com¬ 
pletely disappeared from the urine for months. It 
died of diabetic coma. There is also the interest¬ 
ing condition of the so-called fatty blood in 
diabetes, which is sometimes not genuine fat. But 
I merely mention all these points to show that 
when we have proved that the pancreas has to do 
with sugar, and sugar appears in the blood, we 
have got a very little step forward, and what we 
want is a careful analysis of cases to show whether 
in pancreatic disease the other abnormal metabolic 
phenomena of diabetes occur also, because there 
is a good deal of evidence that the sugar is 
not by any means the most important of the 
abnormal phenomena in diabetes. I suggest that 
when we find the pancreas at fault that it is only 
one of many links in a complicated disease ;■ that 
we have only advanced one link further along the 
chain, and there must be many others that we 
must fit together before we can understand the 
disease. Another point in thinking about this 
that I would urge, and which I think the internal 
secretion of the pancreas bears upon, is that we 
find that many cases of diabetes had no pancreatic 
disease at all. Should I be thought to be rash if I 
suggested that really under the heading of diabetes 
nowadays we are considering many different 
diseases? I think it will turn out to be so in 
time to come. These cases do vary so, even cases 
of what one would call genuine diabetes, quite 
apart from alimentary glycosurias. Is it the same 
condition in a man in whom you can see the fatty 
blood in the retinal arteries, as in a man in whom 
no such condition is present? Probably it is a 
different disease altogether, and perhaps some of 
us may live to see diabetes separated up into its 
different diseases; and the study of the internal 
secretion of the pancreas will help us in that 
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direction. The whole trend of medicine is to 
make single diseases into several. Look at typhus 
and typhoid, measles and German measles, and of 
course many other instances will occur to our mind. | 
We are now learning that the great group of diseases *j 
hitherto swept together under the heading of 
dysentery are different diseases, and I think the 
same is true of the large number of cases which 
are swept together under the name chronic rheu¬ 
matism. You had a debate on chronic rheu¬ 
matism before this Society two years ago, and 
Dr. Garrod showed that at least three diseases are 
comprehended under the ordinary term chronic 
rheumatism. And personally I think the same is 
true of what we sweep together into the common 
name gastric ulcer; J think fully half the people 
who are said to have gastric ulcer have a different 
disease which requires to be differentiated. So 
before leaving this subject I would beg for a 
widening of the horizon, that we may look out to 
see whether this internal secretion of the pancreas 
is not the first step towards subdividing diabetes 
into its component different diseases. We have 
got as far now as diabetes with no pancreatic lesion 
and diabetes with a pancreatic lesion. It may be 
that because some diabetics have no pancreatic 
lesion that this is the reason there is a failure in 
giving pancreas as treatment, and I know from my 
own experience it is a melancholy failure. When 
the classic experiments were made on pancreatic 
diabetes I at once began to inject pancreatic ex¬ 
tract and to feed the patients on pancreas, but as 
is now well known, there is no good result. 

Leaving the pancreas, I would ask your attention 
to quite a different matter. I think if thirty or 
forty years ago we had had a debate here on this 
subject, and nothing had been known about the 
thyroid, or the pancreas, or the suprarenals, and 
their importance, most members would have fore¬ 
told that the first internal organs whose internal 
secretion would be discovered would surely be 
that of the organs of generation. Think of what 
a vast difference castration makes in man. And 1 
the reason I mention this matter here is that 
I should like the opinion of members of the 
Society—it is a point I am often urging at the 
bedside—whether chlorosis is not due to a perver¬ 
sion of thenntemal secretion of the female organs 
of generation ? It is a peculiar disease, which is 
practically confined to women—I am a little scep¬ 


tical of the diagnosis of chlorosis in men—and 
which occurs in women at a particular age, and 
which is almost always associated with amenorrhoea. 
And, as bearing upon that point, another purely 
clinical aspect is this, I cannot help thinking that 
perhaps some bold operators are a little too in¬ 
clined to take out the pelvic organs in women, 
because sometimes we physicians see after it is 
done all the lamentable symptoms, usually mental, 
which have resulted from the operation. The 
same thing is obvious in all the disordered func¬ 
tions of the menopause. Surely the disordered 
functions of the menopause suggest that there is 
something wrong with the internal secretions of 
the generative organs. 

With regard to the thyroid, I have nothing to 
add to' what previous speakers have said about 
myxcedema. It has been fully dealt with by Sir 
Victor Horsley. The only practical clinical point 
in. connection with it is that the treatment is so 
excellent that nowadays we never see a well-marked 
instance of the disease. It would be very difficult, 
I think, to find a case of myxoedema that it would 
be fair to show at an elementary examination, 
because these cases are detected early and well 
treated. 

Passing on to exophthalmic goitre, it has been 
pointed out here already that it is probably an 
auto-intoxication from internal secretion of an 
abnormal gland, and Edmunds has -shown that 
many of the symptoms can be produced in 
monkeys by feeding them upon large amounts of 
thyroid. But here again, having got so far, we are 
inclined to think we have got further than we have. 
There are some features about exophthalmic goitre 
which this will not explain. It is known that any 
large collection of cases will show an association 
between it and rheumatic fever. If you take a 
thousand women who have had rheumatic fever 
and a thousand women who have not had it, those 
who have had it are more liable to exophthalmic 
goitre than those who have not had rheumatic 
! fever. But they had rheumatic fever long before 
their thyroid became diseased. Then, too, 
possibly there is a mental association, because 
exophthalmic goitre is certainly commoner in 
women, and more common in women who are 
unstable mentally than any other subjects. And 
there are some other things in connection with it 
which require explanation. There is no doubt 
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that exophthalmic goitre is slightly hereditary, 
which is an interesting point to bear in mind; and 
the relatives of an exophthalmic goitre patient are 
liable to have diabetes, and that is a well-known 
association. I suggest that future research should 
be directed to showing whether it is diabetes 
proper or merely glycosuria that is associated with 
exophthalmic goitre. And then an interesting 
fact in connection with the view that it is an auto¬ 
intoxication from an abnormal thyroid, is the 
undoubted influence of shock. I remember the 
case of a woman whose exophthalmic goitre 
developed after her husband had to flee the 
country for forging a cheque. It is not evident 
why that should lead to perversion of secretion of 
the thyroid. It is well known that enlargement of 
the gland may exist thirty years before the exoph¬ 
thalmic goitre develops, an important practical 
point, because if it is not borne in mind an un¬ 
discovered exophthalmic goitre will be operated 
upon, with usually disastrous results to the patient. 

Then, the subject of the treatment of exoph¬ 
thalmic goitre has been mentioned by several 
speakers, and I would suggest there are few diseases 
about which we have to be more careful in drawing 
deductions as to the benefit of treatment. Before 
you can say that any treatment is going to benefit 
any disease, the scientific way to attack the problem 
is to take ioo people with the disease who have 
had the treatment and ioo people with the disease 
who have not had the treatment, and see which do 
the best. The error is so great from the variation 
of the cases that unless you take large numbers 
you are almost sure to go astray. And to show 
what exophthalmic goitre will do, even when left 
to itself, I jotted down two or three cases from my 
case book. I saw a lady not long ago who had 
been seen over twenty years ago by a distinguished 
physician, but who had no particular treatment; 
now she is quite well and free from any signs of 
exophthalmic goitre. I followed up a case in 
which no definite treatment was adopted, and that 
patient had glycosuria with her exophthalmic goitre. 
I wrote to her doctor to inquire about her, knowing 
I was coming here. He says it is seven years ago 
since she was at all seriously ill with exophthalmic 
goitre. She has been kept quiet, had good food, 
plenty of outdoor life and she is quite well of her 
Grave’s disease. A man I saw some eight years 
ago has had no very particular treatment beyond a 


journey round the world, and he is now much 
better. Dr. Rolleston paid particular attention to 
association of this with other diseases. I have 
seen exophthalmic goitre with so much pigmenta¬ 
tion that the condition was mistaken for Addison’s 
disease. , I have mentioned that glycosuria may 
occur with it, and another interesting point is that 
polyuria may occur with exophthalmic goitre quite 
apart from diabetes ; also many of the sufferers are 
ravenous, even if they have not got glycosuria, and 
they waste very much. I agree with Professor 
Hewlett that we want to know a good deal more 
about the parathyroids, in connection with the 
thyroids, and it is possible that they are the key to 
the situation. 

Passing on now to the suprarenals, I am not 
at all sure that if anyone did not know there was 
such a disease as Addison’s disease and had put 
before him the physiological action of adrenalin 
he would be able to prophesy that Addison’s 
disease would occur if the suprarenals were per¬ 
verted. We have not been able satisfactorily 
to produce Addison’s disease experimentally; the 
attempt has been made over and over again ; some 
say they have succeeded, but a larger number say 
they have failed. Bearing on this, Dr. Rolleston 
gave the very disappointing results which have 
followed by treating Addison’s disease with 
suprarenal extract. Addison’s disease is not 
specially a disease of infants, but the suprarenals 
are much larger in foetal life than later. Both 
glands may be destroyed by disease and yet no 
Addison’s 'disease results, and I would remind 
members of this Society that if they look back to 
the old numbers of the Pathological Society’s 
Transactions twenty years ago, they will see that 
so impressed was the profession at that time with the 
fact that possibly the suprarenals were not the cause 
of the disease, that many specimens were shown at 
the Pathological Society with the object of proving 
that the real cause of the disease was that the 
sympathetic ganglion was strangled. In order 
that there should be no doubt about that, I copied 
out what Dr. Goodhart, who showed a case some 
years ago at the Pathological Society, said : “ The 
capsules were entirely converted into large masses 
of caseous material, but the man never evidenced 
any one of the symptoms of Addison^ disease.” 
And that was shown as a specimen to show that 
you may have extensive destruction of capsules 
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without the disease. Not for a moment that I 
believe the sympathetic ganglia have anything to 
do with it, because I have cut hundreds of sections 
of semilunar ganglia and there is nothing in them 
to show that they are abnormal in Addison’s 
disease; nor do you get Addison’s disease when 
malignant disease of some other organ spreads into 
the semilunar ganglia. Nor, please, would I have 
you think that I am urging that disease of the 
suprarenals is not the cause of the symptoms of 
Addison’s disease. I only want to draw your 
attention to many points each of which must be 
borne in mind in thinking of the disease. 

Acromegaly has already been discussed, so I 
need not say anything about that. 

I have often wondered whether some of the 
symptoms of cirrhosis of the liver, for example, 
swelling of the feet, and in fact the general illness 
which these patients suffer from, may not be due 
to a perverted internal secretion of the liver, and I 
would throw out the suggestion that it is possible 
that Hodgkin’s disease is a perversion of the 
internal secretion of the lymphatic glands, and 
that is a subject which might be well worth while 
to work out. The other glands have been already 
alluded to by other speakers this evening, so I 
will now* conclude. 

Dr. J. R. Bradford : I feel that the previous 
speakers have really said all that there is to be 
said on this subject, and I think perhaps the most 
useful thing I can do will be to try to summarise 
as shortly as possible, our present knowledge as far 
as I can in the short time at our disposal. As 
Dr. Hale White has already said, the subject of 
this discussion has been looked at from a very 
broad standpoint indeed, especially by Dr. Wright. 
And it immediately raises in one’s mind the 
question : What is understood by an internal secre¬ 
tion? Usually one has looked upon an internal 
secretion as a product of a gland, and at the 
present time the production of anti toxins, so far as I 
know, has not been definitely correlated with the 
activity of any single gland or indeed with any 
number of glands. The question presents itself 
as to whether it would be more justifiable to look J 
upon these anti-toxins as the product of the metab- i 
olism of tissues rather than perhaps as the product I 
of metabolism of those particular aggregations of | 
tissues which we talk of as glands. I suppose that ' 


j are of service to the organism in immunity there 
can be but little doubt that they are the products 
^ of the activity of the white blood corpuscles. So 
that the relation to a gland is at any rate somewhat 
remote, although doubtless ultimately they are to 
be traced to a gland. In the few remarks which 
I will have to make on the subject, I will put on 
| one side the subject as dealt with by Dr. Wright, 
because it is really too large a subject, and one 
| embracing practically the whole question of im¬ 
munity. Now, if we restrict our remarks to the 
internal secretions which are produced by those 
aggregations of tissue elements which we call 
glands, we may look at the thing first of all from 
| the physiological side, where it perhaps may be 
permissible to say our knowledge is more definite 
at the present time, or is at any rate in a more 
concrete form, than when dealing with the patho¬ 
logy of the subject. As regards the glands, as Sir 
Lauder Brunton and Dr. Hale White pointed 
out, there can be no question that the earliest 
internal secretions to be recognised were those of 
the generative glands, and that of the liver, and 
it is interesting with reference to the generative 
glands, to observe the complete confirmation, if 
such confirmation were wanted, which is afforded 
by Mr. Shattock’s exact experiments with regard 
to the different effects produced by castration in 
animals, and those produced by ligature of 
the vas deferens, particularly the observa¬ 
tions conducted on a certain breed of horned 
sheep, in which he showed that the ligature 
or excision of a portion of the vas deferens in 
the young male in no way prevented the develop¬ 
ment of the horns, whereas removal of the whole 
gland produced, as is well known, both in the case 
of mammals and birds, the production of a form 
which was somewhat similar to the female, so that 
here is definite proof from the physiological stand¬ 
point. In the case of the liver, the glycogenic or 
sugar-prodOcing function of the liver is I think of 
great interest from this point of view, showing how 
very definite a substance is produced by the gland. 
It is interesting to correlate with that the fact that 
in the other glands where the internal secretion is 
best known, for instance the thyroid and supra¬ 
renal, that here also the product of the activity of 
the gland is a very definite chemical substance 
which can be isolated, weighed, analysed, and its 


at any rate as regards some of the substances which 


exact nature determined. 
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with a vague substance of an indefinite character, 
either in the case of the liver or in the case of the 
thyroid, or in that of the suprarenal. In the case 
of the pancreas, no doubt the present state of our 
knowledge with regard to the internal secretion of 
the pancreas is rather unsatisfactory from the point 
of view of determining what the exact nature of 
the product is, although there can be no doubt as 
to its existence. Another physiological point 
which strikes one is that as regards internal secre¬ 
tion the glands producing it are glands which 
sometimes apparently only produce an internal 
secretion, and which at other times have an 
external secretion as well. Then there is a third 
group of glands provided with an abundant 
external secretion where either there is no internal 
secretion or there is no evidence of one. There 
are a number of such glands, for instance the 
salivary glands, and I presume* that the kidney 
must also be included amongst them, because 
although there are various grounds for thinking 
that the protoplasm of the kidney is in some way 
concerned with metabolism, there is yet, to the 
best of one’s belief, no very conclusive proof, no 
satisfactory proof, of the existence of an internal 
renal secretion. When we pass from this definite, 
very definite and concrete knowledge to the facts 
observed in pathology, I think it may be rather a 
pessimistic position to take, but I think on the 
whole «n accurate one, that only in regard to 
myxcedema are the facts really quite clear. In 
myxcederaa, of course, they are quite clear, inas¬ 
much as the disease has been produced and the 
disease has been arrested, and the condition of 
want of secretion of the colloid material has been 
found to exist by the anatomical changes which 
are present in the gland. So that in the case of 
myxcedema at any rate it can be definitely asserted 
that the disease is undoubtedly due to an arrested 
internal secretion. The other two hypotheses with 
reference to internal secretions from a pathological 
point of view, are that disease may be produced by 


shown to be due to either increased internal secre¬ 
tion or to a perversion ; it is all pure theory. In 
the case of exophthalmic goitre the facts are 
extraordinarily complicated, and I think very much 
more so than we sometimes think, owing to the 
relationship of the parathyroid to the disease, 
which has been alluded to by some of the speakers. 
What are the facts with reference to this ? The 
facts are, and first of all from the negative side, 
that if the whole of the thyroidal tissue be 
removed and the parathyroids be left, the animal 
does not die. You know of course that that is the 
explanation of the survival of the rabbit after 
thyroidectomy, that the parathyroids do not 
happen to lie with the thyroid in that animal, and 
hence removal of the thyroid is not followed by 
death. But Edmunds’ experiments on the dog 
are much more remarkable. I had the oppor¬ 
tunity of seeing most of those experiments some 
years ago, where he removed both lobes of the 
thyroid and removed in some instances nearly all the 
parathyroidal tissue, with the exception of one para¬ 
thyroid, and yet the animal survived that operation 
for very long periods. In the monkey and in man 
that operation cannot be done, inasmuch as para¬ 
thyroidal tissue is scattered in the midst of the 
thyroidal. This result is one very difficult to ex¬ 
plain. A still more difficult fact, I think, with 
reference to exophthalmic goitre is that the 
changes which are present in the hypertrophied 
gland, as other speakers have mentioned, are very 
closely similar, if not identical, with those which 
| are produced by the partial removal of the thyroid ; 
and I remember very well Mr. Edmunds saying 
himself some years ago that if he were shown a 
section of exophthalmic goitre tissue, and if on 
the other hand he was shown a section of a piece 
of thyroid which had undergone hypertrophy after 
removal of the remaining part of the thyroid, he 
might not be able to distinguish one from the other. 
So that, further, if you remove the parathyroids and 
leave the thyroid tissue, the thyroid tissue then 


mere increase in the amount, or by an abnormal 1 undergoes this same curious change, hence on the 


character of the secretion. This view has now one hand you have the fact that in exophthalmic 
been advanced for some years, and I myself wrote goitre the hypertrophy or enlargement of the gland 
about it in Clifford Allbutt’s “ System of Medi- —because it is questionable whether it should be 


cine ” some seven years ago. It w f as at that time called hypertrophy—is of such a character as to 
a theory, and it is a theory still. I do not know produce abnormal tissue resembling parathyroidal 
that one can state that any disease, and exoph- tissue ; secondly, that the same kind of tissue is 
thalmic goitre amongst others, can be definitely produced experimentally by the removal of portions 
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of thyroid, and thirdly that the same kind of tissue 
is produced experimentally in the thyroid by leav¬ 
ing the thyroid alone and by removing the para¬ 
thyroids. I think that shows that the question of 
the nature, quite apart from the cause of the 
enlargement of the thyroid in exophthalmic goitre, 
is an extremely complex one, and it shows, I 
think, that you cannot possibly accept the view 
that exophthalmic goitre can be due to a mere 
hypersecretion of the normal thyroid juice, quite 
apart from the previous fact that the hypertrophied 
or enlarged gland does not show excess of colloid 
material. There is perhaps something to be said 
for the view that has been advanced by many, that 
in exophthalmic goitre what you have to deal with 
is an enlargement of the gland as a result of some 
primary failure, or call or stimulus produced in 
certain tissues of the body, perhaps the nervous 
system, but at any rate that the enlargement of the 
gland is secondary, and not primary. That will 
suffice to show that our position with regard to the 
pathology of exophthalmic goitre is not a satis¬ 
factory one at the present time, although of course 
it is true that many symptoms of exophthalmic 
goitre can be produced by the administration of 
large doses of thyroid juice, as Edmunds himself 
showed and as Dr. Hale White mentioned. But 
that apparently is not the sole explanation. 

When one comes to the consideration of the 
pathology of other ductless glands associated with 
disease, the suprarenals or pituitary, we meet with 
the same problem in both cases, disease of either 
of those glands is associated in a very special 
manner with certain definite diseases, Addison’s 
disease and acromegaly; although it is true that in 
exceptional instances you may get extensive disease 
of the suprarenals without Addison’s disease, yet 
that is a doubtful argument in medicine. You can 
prove a great many things by that line of argument. 
You may prove that optic neuritis is not due to 
cerebral tumour, and so on. It is difficult to be 
certain you have not got to deal in cases of that 
kind with accessory suprarenals. There are many 
sources of fallacy, and I think all pathologists 
would agree that there is a definite association 
between lesions of the suprarenal and Addison’s 
disease, as there is between the pituitary body and 
acromegaly. The point of resemblance in both 
these diseases is that in both cases a material is 
elaborated by the particular gland, and in both 


1 


cases this material will at any rate explain some of 
the symptoms of the disease, although not all. 
The material that is produced by the suprarenals 
causes, as you know, increased tension, and the 
fact, as Schafer I believe first showed, that the supra¬ 
renal in Addison’s disease does not contain that 
substance, is, I think, a fact of the very first import¬ 
ance, i. e. extract of suprarenal in Addison’s disease 
has no effect; those two facts I think afford a very 
'fairly satisfactory explanation of the circulatory 
weakness of Addison’s disease. The marked 
diuretic action of the pituitary extract may afford 
some explanation of the copious urinary secretion 
that is sometimes correlated with acromegaly. But 
in both diseases all pathologists would agree that 
the whole mechanism of the disease, or the patho¬ 
logy of it, cannot be explained on the hypothesis 
of the suppression of this internal secretion. We 
must remember after all, that in the case of the supra¬ 
renal, the internal secretion is only produced by one 
portion of the gland, and that physiology is at 
present silent with regard to the function of the 
cortex of the suprarenal. We know nothing about its 
functions. Then I agree with what Dr. Hale White 
has said with regard to the pancreas in diabetes, 
and you will perhaps pardon a digression. Recently 
in America, in Baltimore, I had the opportunity of 
seeing some very interesting specimens of pancreas 
prepared by one of Dr. Osier’s assistants with regard 
to diabetes, showing two forms of fibrosis of the 
organ, one which was unaccompanied by diabetes, 
and the other which was accompanied by diabetes, 
and in the latter there was destruction of the islands 
of Langerhans and in the former there was not. I 
have forgotten how many cases had been examined, 
but there was a considerable series of microscopic 
specimens, and they were very conclusive, although 
very difficult to reconcile with the observations of 
Dale, that the islands of Langerhans were merely 
exhausted pancreatic alveoli. But I think every¬ 
one must agree with Dr. Hale White that diabetes 
is only a name for a number of different diseases, 
which I think was emphasised at the discussion by 
this Society last year; not only must one recognise 
pancreatic, but hepatic, and possibly renal forms of 
diabetes. With reference to the point raised by 
Dr. Rolleston as to the association of two or more 
ductless glands, I think that receives interesting 
confirmation in the post mortem room in the very 
frequent association of enlargement of the thymus, 
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not only with exophthalmic goitre, but also with 
Addison’s disease. It is not an unusual post 
mortem phenomenon in both of these diseases, 
although, of course, not restricted to those two. 
I ought to have emphasized the fact that pre¬ 
cisely in those cases where pathology gives rather 
an uncertain sound, as, for instance, in the explana¬ 
tion of the nature of Addison’s disease, and in the 
case of acromegaly, and also to a certain extent in 
cases of exophthalmic goitre, and in the case of 
pancreatic diabetes, in all these cases our treat¬ 
ment is unsatisfactory, and our treatment based on 
the use of internal secretions, of materials elabor¬ 
ated by these glands, has not been successful. 
Treatment based upon this has not been successful 
in exophthalmic goitre, or in Addison’s disease, or 
in acromegaly, or in diabetes. With reference to 
what Sir Victor Horsley said last week, I think 
many physicians must agree with the statement 
that one occasionally sees cases which are really 
mixed cases of myxoedema and exophthalmic 
goitre, and Sir Victor quoted one last week. I 
can quote another, certainly one of the most 
remarkable cases I ever saw. It was that of a 
lady close on fifty years of age, who presented the 
hands, feet and legs of myxoedema. You would 
have said at once, on looking at her hands and 
feet, that she had myxoedema. But she had a 
swollen thyroid and slight exophthalmos, and what 
she really complained of was dyspnoea, that curious 
paroxysmal dyspnoea which one sometimes sees in 
cases of exophthalmic goitre. She also had very 
marked tachycardia. So that one was in great 
difficulty, both with regard to the diagnosis of this 
case and also with regard to the treatment. I first 
saw her five or six years ago, and again recently. 
On the latter occasion most of her symptoms had 
subsided; she still had slight prominence of the 
eyes, but when I first saw her she was unable to go 
upstairs, and suffered from great palpitation. That 
is somewhat similar to the cases which Sir Victor 
Horsley pointed out, and I think we must agree 
with him. It was one of the main points which 
he urged, that in many cases of enlarged thyroid, 
possibly even in some cases of exophthalmic goitre, 
one may have to deal with a mixed condition in 
which there is, amongst other things, a partial sup¬ 
pression of the normal secretion of the thyroid, 
and I think that is a very important point both 
clinically and pathologically, and it may perhaps 
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explain what never occurred to me before with 
reference to treatment. One must remember that 
some years ago a number of observers reported 
that they got some improvement in the patient's 
condition even in exophthalmic goitre by the ad¬ 
ministration of thyroid juice. And theoretically, 
of course, as long as you think that the disease is 
due to mere hypersecretion of the normal secretion, 
such treatment can only be bad; but if one has to 
deal with a mixed condition, partial suppression of 
normal secretion and elaboration of abnormal 
secretion, it is conceivable that sometimes—of 

1 course I am not by any means advocating the 
treatment—that sometimes improvement may 
result, and as I say, some observers have described 
such improvement as having taken place. 

With regard to the heredity of this disease, a 
point to which Dr. Hale White alluded, that of 
course is an undoubted fact, and I might be 
allowed to say that one sometimes sees it in man. 
I know a case of father and son who both have 
exophthalmic goitre, the man about the age of fifty 
and the son about twenty-two, and a colleague of 
mine, Dr. Batty Shaw, showed them at one of the 
Medical Societies. 

| I think these are the main points, and I would 
simply conclude by saying that although a number 
of observers have described beneficial results in 
the treatment of certain urinary diseases, and even 
in the treatment of uraemia, by the administration 
of renal extract, I think at the present fc time, both 
from the physiological standpoint and from that of 
pure pathology, that there is no real evidence of the 
existence of an internal renal secretion, and there 
is certainly no evidence to the best of one’s belief 
as to this treatment being in any way beneficial. 
So that we really come back to the point at which 
we started, that the one crucial instance where the 
physiology, the pathology, and the treatment are 
thoroughly satisfactory is the case of myxoedema 
and cretinism. 


Gonorrhoea in the Puerperal State. — 

Martin reports on twelve cases in which gonorrhoea 
was present during the puerperium, the diagnosis 
being established by the demonstration of the 
organism. The series proves that conception can 
take place during the course of a chronic gonorrhoea, 
and that the pregnancy can go on to term without 
interruption .—Berliner klin. JVoch ., March 28th, 
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A CLINICAL LECTURE 

on 

METASTATIC GOUT 

Delivered at St. Bartholomew’s Hospital, 

By SIR DYCE DUCKWORTH, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, —I wish to speak to you to-day 
about metastatic gout. I have from time to time 
discussed the subject of gout with you, but I have 
never before drawn your attention to that variety 
>vhich we are now to consider. A very good ex¬ 
ample of it has been under care here since 
the end of last year. On December 13th the 
patient who is here before you, a cardboard maker, 
get. 54, was admitted with the complaint that he 
had been suffering from pain in his belly five weeks. 
Previously to that time he had been well and in his 
usual health. The severe pain was not at that 
time accompanied by any vomiting, but it kept 
him in bed for two or three days at a time. 
Then he got better and was able to resume w T ork, 
but was still not feeling well. This pain continued 
without any relation to taking food, and it annoyed 
him so much that he applied here for relief. His 
past history showed that he had been a fairly 
healthy man. He had suffered from gout three 
years ago. He had syphilis thirteen years ago, 
and in his earlier days he drank more liquor than 
he does at the present time. The family history 
was found to be satisfactory, except in so far 
that his father and the brother of his father were 
exceedingly gouty men. So clearly he had an 
inheritance of gout. He was a fairly well-nourished 
man, looking rather pinched, and with an air of 
suffering about him. As he lay in bed he com¬ 
plained of severe pain in the abdomen, but he did 
not refer it to any particular spot. On examination 
, we found that there was no prominence of the 
I abdomen ; he bore pressure upon it fairly well. 

I His pulsation was quiet, and on admission its rate 
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was sixty-four. His temperature was somewhat 
subnormal, so that at any rate we felt certain that 
he was not suffering from peritonitis, that is to say, 
from inflammatory abdominal pain. There was 
nothing wrong with his heart, and examination 
of his urine showed that it contained no albumen. 
On looking at his teeth and gums we found that he 
had a faint blue line along the free edge of his 
gums. That was very significant, and appeared to 
give clear evidence that he was somewhat im¬ 
pregnated by lead, and that at once naturally sug¬ 
gested the idea that his abdominal pain might be 
due to the influence of lead, which you know pro¬ 
duces what is called lead colic, or “ dry belly¬ 
ache.” As we could find no other physical signs 
about the man it seemed clear that he was suffering 
from lead poisoning, and he was treated more 
especially with the view to the relief of these 
symptoms of lead colic. He had enemata and 
aperients, but still we found in a day or two’s time 
that he was not distinctly relieved by that treat¬ 
ment. We might pause here to consider why he 
should be impregnated with lead. Where did the 
lead come from in the occupation of a cardboard 
maker ? It* is certain that there are some papers 
and cardboards which are impregnated with lead, 
such for instance as those which have an enamelled 
surface; and it is possible that in a large paper 
establishment, such as he works at, he comes in 
contact with the dust of the paper which contains 
lead in some form. At any rate he evidently did 
get lead into his system, and it is not always easy 
to determine how lead does get into the circulation 
of some people. Well, these pains continued and 
were not very readily relieved by local applications 
or by aperients, as one might have expected if they 
were due to lead colic. But after a short time he 
did improve and was more comfortable, and the 
records say that he began to gain a little weight, 
though he was fed on the half diet of the hospital. 
His treatment at first consisted of iodide of potas¬ 
sium and doses of sulphate of magnesia given two 
or three times a day, the ordinary treatment for 
lead colic. After he had been three or four weeks 
in the hospital he began to suffer again from these 
internal pains, and they were exceedingly severe, so 
much so that at one time he was almost collapsed 
with the suffering. There was no doubt about the 
reality of the suffering and the excessive pain, 
which he described as being in the belly, in the 


upper part more particularly, and the lower part of 
his chest. This led us to examine with great care 
first the condition of the abdomen, to see if there 
were any physical signs there which would be 
sufficient to explain the pain which he suffered 
from. Examination of the abdomen revealed 
nothing; there were no physical signs nor anything 
amiss with any of the organs. They were natural 
as to size, and there was no sign of any tumour. 
It is proper to think in such a case, at his time of 
life, of the possibility of a deep-seated abdominal 
pain being due to an aneurysm of the abdominal 
aorta. We carefully looked for that, but found no 
evidence of it. Not infrequently deep-seated pain 
in the back, radiating round the body, is found to 
be due to an aneurysm causing erosion of the 
vertebrae. Very often the aneurysm cannot be 
found because it is high up, between the floor of 
the diaphragm and the spine. Nor was there in 
this man evidence of any new growth. Next, with 
regard to the thorax, we sought there for evidence 
of anything which would exert pressure, or give rise 
to neuralgic pain such as he suffered from, and here 
again it was right to think of the possibility of deep- 
seated aneurysm. Of that we could find no sign, nor 
of any morbid condition of his heart. Some of his 
paroxysms came on with such severity as to give 
rise to symptoms which suggested an anginal 
attack. The possibility of a new growth arising 
somewhere in the thorax was duly considered. 
But here again the physical signs were negative; we 
could find no signs of either aneurysm or new 
growth, and the condition of his heart was not such 
as to warrant the conclusion that it was seriously 
diseased, or in such a state as it is usually found to 
be in when there are anginal attacks. So all that 
remained to do was to keep him comfortable and 
treat him with draughts of ether, and with trini- 
trine tablets, which sometimes afforded relief. 
We also gave him carminative draughts con¬ 
taining valerian. Ether seemed to give most relief 
from the attacks of pain which he had, and they 
were pains which were not clearly produced by 
flatulence. Nothing very remarkable happened in 
the case until February 3rd, when it was found 
that he had pain and swelling in his left knee. On 
examination of that knee one found an effusion 
into it, and it was hot to the touch. The symptoms 
obviously betokened an attack of gout in his left 
knee, and from that day to this he has had no more 
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internal pains. That clearly threw light on the 
nature of his previous symptoms. Another point 
about this man is that we found on admission that 
he had a tophus of urate of soda in his ear. That 
is as certain a sign of gout as a blue line on the 
gums is a sign of lead impregnation. And if you 
puncture such a tophus you will find it contains 
clear fluid like white paint, consisting of minute 
curved needles of crystalline sodium urate. That 
gave the keynote to the tendency in this man to 
gout. He inherited it from his ancestors, and he 
has displayed it in its usual form in his feet and 
knee, and for several weeks he had been sorely 
affected with deep-seated pains in the lower part of 
his chest and abdomen. The pains passed off 
completely on the occurrence of a frank and classical 
attack of gout in the knee. You will notice that he 
is a rather worn-looking man, and does not appear 
to be in robust health. 

What I want to talk to you about to-day is meta¬ 
static gout, as it is called, or flying gout. If a 
strong man has inherited or acquired gout, it is 
disclosed by symptoms which are apt to come out 
in a classical form, generally in the ball of the big 
toe, or in the knee, or in the wrist. The attack 
lasts a few days, and in due time passes off, and 
the patient sometimes feels better after the attack. 
As the patient goes on in life these attacks become 
more frequent, and they may not pass away so 
quickly with advancing age. Moreover, failing 
health seems to produce a tendency for the gout 
to linger, and in these circumstances the manifes¬ 
tations are apt to be more varied. When gout is 
not very frank it gives rise to more trouble; it 
lingers and is hard to get rid of. Everything 
depends on the constitution. A robust man 
throws it off and gets quickly well, but the person 
of poor constitution—who may still have gout, 
because the disease does not occur only in over¬ 
fed, plethoric people, but often occurs in people 
who do not get enough to eat—will have an attack 
of a more stubborn character. And, of course, it 
is obvious that these two people cannot be bene¬ 
fited by the same line of treatment. When 
persons are broken down in health it seems that 
gout is apt to be metastatic, or to present irregular 
forms. There are many names which have been 
given to this. All the symptoms which this man 
had were not then really due to lead poisoning 
so much as to gouty toxaemia, visceral gout we may 


I call it, gout affecting the stomach. I have 

omitted to mention that after he had been in 
a little time he began to be sick, and on one 
occasion he threw up some blackish particles 
which were very like altered blood. This con- 
; dition doubtless indicated congestion of the 
! stomach, and this is what occurs in cases of gouty 
gastritis. I feel convinced that this man suffered 
from gouty gastro-enteritis, which was what gave rise 
to these pains, which were sometimes exceedingly 
severe, and when once the gout became regular it 
was diverted from the viscera to the feet and knee, 
with consequent complete relief of the disturbance 
in his abdomen. I think that retrocedent gout is 
not so common now as it appears to have been, 
if we may judge by what we read in medical 
books written about a hundred years ago. At that 
time it appeared to be more common for people to 
have these symptoms of shifting gout. One reads 
of a severe attack of gout alighting in the big toe, 
then suddenly leaving that toe and the patient 
being seized with symptoms in his brain, which 
| made him confused and stupid, much resembling 
; an apoplectiform attack. The toe got well and 
the brain evidently suffered. There are other 
cases on record where gout has gone from a joint 
and made itself felt in an overt form in some 
internal organ, for instance, the heart, giving rise 
s in that case to great pain and anginal symptoms, 
and feelings of collapse and almost syncope. If 
it went to the stomach there was vomiting and a 
severe gastro-enteric attack, which was sufficiently 
lowering for the time being. Or the gout may alight 
on the throat, and quit the previously involved 
joint. Again, gout may alight in the bladder, 
testis, or urethra, and leave the joint, setting up 
j cystitis, orchitis, or urethritis, and it is then called 
! abarticular or extra-articular, and is termed visceral 
j gout. There are many people of gouty inheri¬ 
tance or habit of body who present no signs of 
gout in the joints at all, and then perhaps they are 
called “ rheumatic.” In the majority of such 
instances the disease is not rheumatism, by which 
we now understand a distinct infective disease. 

1 Of course everybody who has pains ascribes his or 
her pains to rheumatism, whatever they are. 
A large number of people have rheumatic pains 
who suffer from indigestion, flatulency, and intes¬ 
tinal disturbances, and remain dyspeptic for weeks, 
and then suddenly find that all these symptoms 
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pass away on the occurrence of gout in some joint, 
just as in the cases I have described. Symptoms 
of dyspepsia lasting for weeks may eventuate or be 
relieved by a frank attack of gout in some joint. 
The gout in that case has been called larval or 
masked gout, and the nature of it is not clear until 
it is revealed by the onset of an obvious attack of 
gout in a joint, which is readily recognised. There 
are many of these cases on record, some of them 
very remarkable and exceedingly puzzling. A 
number of them I have described in a book which 
I wrote on gout some years ago. There is a 
curious one which I think will interest you. It is i 
the tale of a medical man who consulted the late 
Sir Andrew Clark for his symptoms, who related it 
to me. “A. B—, aet. 57, a medical practitioner, 
a tall, well-built man, with a large head, burst into 
tears on entering my consulting room. On re¬ 
covering, he said, ‘ I have come here merely to 
satisfy my friends. You can do nothing for 
me; I have got a tumour under the dura mater 
over the left eye.’ In reply to the question 
‘ How did you know that ’ ? he said several 
specialists had given that opinion. He was fully 
examined, and no conclusive evidence of the 
existence of a tumour was discovered. There was, 
furthermore, no sign of organic disease anywhere 
else. On inquiring as to the probable cause of 
the symptoms, which were persistent headache, 
transient disturbance, and often recurring numbness 
and formication on the left side of the body, it 
was elicited that he took a leading part in the 
affairs of his neighbourhood, that he had lived 
generously, did not fret himself with denials about 
the quantity of wine he consumed, and that he 
took no exercise whatever. Beyond a few scattered 
patches of eczema and tingling in the feet, no sign 
of grave disorder was detected. To suggestions of 
gout he replied with indignation.” It is curious 
how people resent being told that they are gouty ; j 
to mention this seems like insulting them. “He 
said it had never existed in his family, and that he 
had never done anything to beget it in himself. 
When the patient asked what should be done on 
the supposition that he was gouty, and was told he 
should live a careful life and eat meat only once a 
day and take regular exercise, and substitute a little 
spirit and water for wine, he replied that he did 
not believe he was gouty, and if he was such a diet 
would destroy him.” Nothing more was heard of 


the patient for six months, when Sir Andrew Clark 
was summoned to the country to see a patient at 
X. On arriving at the station he was met by his 
quondam patient with the cerebral tumour. “Oh !” 
said Sir Andrew, “why have not you fulfilled your 
promise to die of brain disease ? ” “ Hush! ” he said, 

“ not a word ; you must not mention that matter 
here. I have had a famous attack of gout m the 
feet, and it has dissolved the tumour.” That is a 
very curious case. It is of importance as showing 
how obscure symptoms, very alarming in character, 
may be dissolved and cleared up by the onset of 
gout at some point in a frank form. The whole 
question is one of very great interest, because, as 
you can easily understand, one may be taken off 
one’s guard altogether. How are these cases to be 
recognised ? The pain may be in the man’s head, 
or in his chest, or in his abdomen, or in various 
organs, and there may be nothing obvious about 
the patient to suggest that it is due to gout. That 
is because the idea is still common that gout is 
entirely an affair of the joints. It is something 
like rheumatism : if there is gout there must be 
pain in some joint where there is something to see, 
and perhaps in the case of gout you expect to see 
chalk-stones somewhere. But still none of these 
things may be present, and therefore you do not 
think about gout. Perhaps you omit to inquire 
into the family history. In truth, you can only 
arrive at a diagnosis by keeping your eyes open 
and watching the progress of events. Remember 
that these internal pains give people great frights : 
they commonly think they must mean cancer. For 
instance, there is a deep-seated pain which occurs 
in the tongue, and these people often think that 
they have cancer of the tongue. In two or three 
days the pain has gone, but during its presence it 
has very much alarmed them. You will find if you 
inquire and study carefully that there are numbers 
of strange pains which come often during the night 
which were not there when the patient went to 
bed, but which are, so to speak, waiting for him 
when he wakes in the morning. The pains may 
I simply be twinges in the knuckles or feet or knees. 

' which may never proceed to true attacks of gout. 

I In this matter the habits of the patient will help 
! you immensely; you must find whether he takes 
active exercise or not, whether he eats too much, 
whether he takes what practically amounts to two 
meat dinners a day, and whether he drinks liquids 
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which are provocative of gout or not; also whether 
he inherits from his family a tendency to gout. 
Those are all points which will give you an indica¬ 
tion as to the likelihood of any of the symptoms 
before you being due to gout. I said just now 
that these cases of metastatic or shifting gout did 
not appear to be so common now as they used to 
be. Probably there is not so much acute active | 
gout now as there used to be. The reason is that 
people are certainly mote temperate now than . 
formerly. They drink less wine and spirits, and 
their drink is more diluted, and they also take j 
more active exercise. Another thing is that they 
do not wear such tight clothes as our forefathers 
formerly did, and altogether their mode of life is 
more active, and there is less severe gout than 
there used to be. There is still a good deal of 
irregular, incomplete gout, as Sir James Paget j 
called it, which is very troublesome and hard to 
bear, and which requires treatment. I think there is 
little doubt that many of these cases were called 
serous apoplexy by physicians a hundred years ago, 
but which, when they occur now, go by the name 
of urasmia, with head symptoms. So much work \ 
has been done in the last century with regard to | 
the study of kidney disease that we have come to 
recognise the symptoms of chronic interstitial j 
nephritis; and it is known that with that disease | 
you may encounter apoplectiform attacks, which 
are uraemic in character. The older physicians did 
not recognise the symptoms as having any associa- j 
tion with renal disease at all; they only knew 
that gout might or might not be present in an 
active form. But still there are cases in which 
head symptoms come on suddenly which are not 
uraemic. In them there is great pain, dimness of 
vision, unconsciousness even, with slight paresis on 
one side of the body, or with paralytic fits, all of 
which may pass off if the gout be brought back 
again to a limb. 

And that brings me to speak of the treatment of 
these cases. If you have a suspicion of the gouty 
nature of any of these obscure pains, if you can 
learn that the patient has suffered at some time 
from gout in the joints, your business is to try and 
bring the gout out in a frank form into some joint. ! 
The favourite joints for gouty manifestations are 
the joints of the feet. And so what it is prudent to | 
do in these cases is to administer an aperient and 
to put the feet into the hottest water that he can * 
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bear. A hot mustard foot-bath will often bring 
out gout which is larval or lurking, and make it 
manifest itself in such a spot as can be readily 
treated. It has been advised that you should 
sometimes give a little light or sour wine to some 
of these patients to bring out the gout. I do not, 
however, recommend you to adopt that practice. 
Another plan is to put sinapisms round the feet for 
a short time—say twenty minutes or half an hour. 
When the gout alights in the joints, you will find 
that the alarming symptoms in the brain or vis¬ 
cera will be much diminished or entirely disap¬ 
pear, Having recognised the gouty character of 
the case, you know what to do. The patient should 
be given a proper diet, and an appropriate mode of 
life should be mapped out for him. You will be 
fortunate if you get the average patient to carry 
out all that it is proper for him to do. Some of the 
patients are good and obedient, but others are very 
wilful and disobedient. I suppose one reason why 
people resent being called gouty is that it is a 
reflection upon their temperance or upon their 
self-control. A man does not like to be told he is 
indulgent. But gout is not always a result of per¬ 
sonal intemperance or self-indulgence; it may be 
inherited from his ancestors who have committed 
these faults. Certainly gout visits those who are 
themselves perfectly temperate. The most suc¬ 
cessful treatment will depend upon your recog¬ 
nition of the nature and idiosyncrasy of the 
individual. No two cases are alike; the personal 
factor has always to be considered. And so there 
is no one diet for all gouty persons, there is no 
particular wine for them all, there is no special 
watering-place for all to be sent to; each case 
must be judged according to its own requirements. 
Some people are robust and strong, and require 
one particular line of treatment, while others, who 
are less healthy, require another. The main indi¬ 
cations in the matter of medicines in most of these 
cases are the use of alkalies, such as bicarbonate 
of potash, citrate of lithia, and, if there is much 
pain, colchicum is of use. As soon as the pain is 
gone you should dispense with the colchicum. And, 
then, one of the most useful drugs I know is 
quinine and iodide of potassium together. That 
generally completes the cure of these cases. The 
surest means of preventing a recurrence of gouty 
attacks is to keep the patient in the best possible 
condition, and to raise his general level of health. 
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If he gets influenza, or some other illness which 
depresses him below the ordinary level, he will 
probably have another attack of gout. Put in an¬ 
other way, he should endeavour to live above his 
gout. But with the best care in the world gout is apt 
to recur. It has been said, “ Once gouty, always 
gouty,” so that the proclivity or tendency is always 
present. A man who has inherited or acquired 
gout is not the same as the man who has not got 
it; his whole mode of nutrition is different from 
that of the ordinary healthy man. He cannot dis¬ 
pose of his food in the same way that the ordinary 
man can. He generates his own poisons. Gout 
is an autotoxaemia; whereas rheumatism, which 
many people consider to be the same thing, or at 
any rate a near relation, is an infection which comes i 
from the outside, just as do smallpox, measles, or 
other diseases. Those are the main distinctions 
between the two conditions. This man whom you j 
have seen to-day was very seriously ill. The Sister 
announced that she found him once in a state of 
collapse, suffering intense pain. At one time I really 
thought he was given to malingering and making the 
worst of his case, because the symptoms and signs 
were so negative. But his treatment was always that 
of a man with a gouty inheritance. He had evidence 
of it in the tophus in his ear; and, though we saw the 
lead-line on his gums, we did not forget that he 
was gouty. Both lead and gout are destroyers of 
arteries, and they both tend to damage the ade¬ 
quacy of the excreting power of the kidneys; and 
one condition intensifies the other. The case was 
only cleared up on the supervention of a clear 
attack of gout, and since that time he has been 
well. 

The Reverse Side of X-Ray Treatment.— 

Riehl exhibited a patient at his local medical 
society, March 4th, who had been treated for 
chronic eczema by exposure of the parts, once 
each, to a soft tube for half an hour—a total of 
ten sittings. The regions involved were the neck, 
breast and arms. The eczema temporarily dis¬ 
appeared, but in its place extensive gangrene 
developed. The patient has been permanently 
disfigured by the treatment. Riehl also knows of 
a number of women who had the X-rays applied 
as a depilatory for the chin and upper lip, and 
atrophy and telangiectasia have developed.— Wien, 
klin. JFoch., xvii, No. 10. 


A CLINICAL LECTURE 

Delivered at St. George’s Hospital, 

By A. MARMADUKE SHEILD, M.B., F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, —Instead of a set lecture on any 
given subject, we will to-day consider a selection 
of instances of disease. There happen to be a 
number of extraordinarily interesting cases in my 
beds just now, and I thought I would speak to 
you about some of them to-day. The first case I 
draw your attention to is that of a man, S. H—, a 
labourer, aet. 26, who is in Hunter Ward. The 
chief features of his history I will place before you 
are as follows :—Early in December last year, a 
swelling appeared on the right side of the buttock, 
and was pronounced by a doctor to be abscess and 
was treated with poultices. The swelling gradually 
increased in size, but there was nothing else about 
it. No pain, no fever, merely inconvenience from 
locality and bulk. At this time the swelling was 
as big as an orange or a small turnip. The swel¬ 
ling fluctuated, the skin was a little red over it. 
There was no rise of temperature, and absolutely 
no pain of any kind. Now, the majority of such 
swellings, which form in a slow and quiet way, and 
which fluctuate distinctly, are chronic abscesses— 
they almost invariably turn out to be so. They 
are found in almost all parts of the body, but 
especially in the neighbourhood of the pelvis and 
the root of the neck. We may also find them in 
the buttock, in the groin, in the iliac fossa, and in 
the lumbar region. You may now and then find 
one over the ribs and thorax. These swellings are 
of great importance in practice, and they are also 
j of great importance from an examination point of 
view. They are very favourite objects indeed in 
examinations, and I advise you from that point of 
view to carefully recollect about them. When you 
get a fluctuating swelling forming on any part of 
the body without any marked symptoms, it is most 
likely to be a chronic abscess. But there are 
several possibilities ; for instance, it may be a soft 
sarcomatous growth. It may also be a soft variety 
of fatty tumour, especially if the tumour be growing 
beneath the fascia. It may also be an aneurysm, 
although that is unlikely, and still more improbably, 
some form of cyst, or a breaking down syphilitic 
gumma, or an extravasation of blood. These are 
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the possibilities which should pass through your 
mind when you meet with a fluctuating swelling 
which forms slowly without any particular sym¬ 
ptoms. The diagnosis of a chronic abscess from a 
soft growth such as a soft sarcoma is always very 
difficult. The only certain way in which you can 
distinguish between the two affections is by a 
puncture with a fine exploratory trocar and cannula. 

If you pass such an instrument into a fluctuating 
swelling and draw out blood or portions of growth, 
that makes the diagnosis clear. Again, the dia¬ 
gnosis of chronic abscess from lipoma is exceedingly 
difficult, and in clinical examinations confusion 
between these two conditions is very common. 
When a fatty tumour is superficial and lobulated, 
the lobules of fat adhering to the skin, with dimp¬ 
ling of the integument, makes the diagnosis easy. 
But when a fatty tumour is situated underneath 
the deep fascia it is impossible to certainly dia¬ 
gnose it from an abscess without an exploratory 
incision. So confusion between a fatty tumour 
and chronic abscess is very common. Chronic 
abscess is very rarely compared with aneurysm; 
but sometimes such swellings will receive trans¬ 
mitted pulsation from an artery, and then they very 
closely resemble aneurysm. This may be exem¬ 
plified in chronic abscesses of the neck overlying 
the carotid artery, where you get transmitted 
pulsation, and then the similarity to aneurysm is 
very close. You may also find a cyst simulating 
chronic abscess. Such is very rare, and the only 
cyst which generally simulates abscess is hydatid 
cyst, and cysts inside the abdomen, such as cysts 
of the pancreas, or of the omentum, or mesentery, 
or in the pelvis in connection with an ovary. All 
such cysts may be difficult to diagnose from 
chronic abscesses, and indeed they may suppurate 
and become clinically identical. Having said so 
much about the diagnosis of chronic abscess, you 
will recollect once more what I said at first, that 
slowly-forming fluctuating swellings are almost 
always chronic abscesses. Then remember that the 
usual cause of chronic abscess is tuberculous necrosis | 
of bone. And this is a very important point to ! 
determine, because if you open a chronic abscess 
and cannot remove the carious bone which 
originates it, you will have done a bad thing for the 
patient, and such cases almost always end unsatis¬ 
factorily. Some of you will recollect “ at consulta¬ 
tions ” a week or two ago, a case of chronic abscess 


in connection with disease of the shoulder, and 
the advice was advanced that the abscess should 
not be opened and drained unless the bone-disease 
could be excised at the same time. It is all very 
well in theory to say that you can keep the dis¬ 
charge aseptic, but in practice this is most difficult, 
especially in the groin or in the buttock, or near 
the anus or perinaeum. Chronic abscesses which 
are not dependent upon tuberculous necrosis you 
will generally find associated with the “ breaking 
down ” of tuberculous material in the cellular 
tissue, or it may be among the muscles. These 
masses of material may be looked upon as tuber¬ 
culous gummata ; pathologically they are very 
similar to the gummata of syphilis. They are 
common in delicate tuberculous children, and in 
such patients multiple chronic abscesses are often 
found. The treatment commonly adopted is to 
make an opening in the swelling and drain it. 
This is a very imperfect and inefficient method, 
because as a rule these tuberculous abscesses con¬ 
tain a lot of inspissated pus and thickened mem¬ 
branes, and this material will not come away readily 
through a small tube. A plan of treatment which 
I adopt in these cases, and which I think is very 
efficacious in these abscesses not dependent upon 
disease of the bone, is to open up the whole cavity 
and remove the membrane and contents. The 
operation which was done in the case we are con¬ 
sidering was as follows :—The abscess was freely 
incised, all the pus evacuated, and the «avity 
gently scraped until all the pyogenic membrane 
was removed. Powerful hot-water irrigation was 
also employed. Then some sulphur was lightly 
applied over the surface of the abscess cavity. 
Sulphur is an efficacious remedy in carious bone 
or tuberculous abscess. But it is also a very 
powerful remedy, and therefore it must not be 
used too freely. Having applied sulphur to the 
cavity, a tamponade of gauze was next introduced, 
and the sutures were passed and not tied together. 
When the cavity has granulated, usually about the 
I seventh day, the sutures are drawn together and- 
| the flaps approximated. This is a method of 
treatment of chronic abscess which I can recom¬ 
mend to you strongly. It is a certain cure if there is. 
no carious bone concealed deeply behind. In the 
case we are considering it was very successful. The 
abscess was of very large size, containing nearly a 
| pint of “curdy” pus. The flaps were joined on 
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the sixth day. Immediate and speedy union re¬ 
sulted. 

The next case is that of an elderly woman, 
Jane G—, set. 62. She is in the Princess Ward, 
and the symptoms for which she was admitted 
were exceedingly significant. And if I relate them 
to you, you will see that they are the essential 
symptoms which always occur in connection with 
commencing serious disease of the large intestine. 
She had been healthy, with regular action of the 
bowels until six or seven months ago; and then 
she began to suffer from occasional attacks of 
troublesome diarrhoea, and she passed by the 
bowel occasionally some blood and slime. There 
were signs of obstruction in the bowel. Flatulence, 
constant belching of wind, “colicky” pains, and 
“indigestion.” It is extraordinary how, in pre¬ 
viously healthy people, flatulence and indigestion 
with “colic” are signs of commencing obstruction of 
the large intestine. When the woman was admitted 
there was also something very significant about her 
appearance. She had that very white complexion, 
that profound anaemia which is so well known in 
connection with malignant disease, and especially 
in connection with malignant disease of the 
bowel. To this the old term “ cachexia ” w T as often 
applied. If you examine the blood of these patients 
you find an enormous / leucocytosis. The blood is 
very apt to clot in the veins, and femoral or 
saphenous thrombosis is often found in these 
casesj whether the cancer be in the stomach or 
colon. And you may almost lay down a surgical 
rule that if an elderly person whose bowels have 
acted with regularity every morning begins to suffer 
from such symptoms as diarrhoea, the passage of 
blood and slime, and irritability of the intestine, 
and also digestive disturbances, such as vomiting, 
wind, flatulence, and colicky pains, such patients 
are almost invariably found to be suffering from 
commencing obstruction of the large intestine. I 
know of no more valuable rule in practice than 
this. Too commonly these cases are treated with 
opium to stop their diarrhoea, or injections are used 
for the same purpose, aud the true explanation, 
namely, that the bowel is becoming obstructed, is 
entirely overlooked. Such were the symptoms of 
this patient. On examining per rectum, which is 
the first thing to do when such symptoms exist, 
nothing could be found. In a large number of 
these cases you detect a cancer of the rectum, 


which accounts absolutely for all the symptoms. 
On careful palpation of the abdomen high up 
above Poupart’s ligament one was able to feel, but 
only indistinctly, a mass in the left iliac fossa, a 
hard indurated mass, which was almost certainly 
disease of the sigmoid flexure or part of the 
descending colon. This did not lessen after , 
castor oil had been taken and enemata administered. / 
Such was the diagnosis formed, and afterwards itj 
turned out to be only too accurate. When we get 
pretty clear signs of disease and contracture of the 
large intestine you will recollect that the cause in 
elderly persons is almost invariably cylindrical 
epithelioma of the large intestine. The growth 
encloses the large intestine like a collar, and 
gradually month by month constricts it. In 
these old persons the progress is exceedingly slow 
and chronic, so that the diagnosis is often doubted. 
The other causes of obstruction of the large 
intestine, such as bands, volvulus, pressure of 
uterine tumours, or the contraction of syphilitic, 
dysenteric, or tuberculous ulcers, f are comparatively 
rare. And J repeat once more that if an elderly'] 
person begins to get obstruction symptoms, such J 
are almost always due to cancer of the large 
intestine. I believe it to be very important to 
treat these cases by operation before obstruction sets 
in. There are three patients still living whom I 
have treated in the following way :—A very small 
incision was made, not more than two inches long, 
in the left iliac region, and the colon was 
systematically examined through that opening. 
The gut was pulled out inch by inch and gradually 
replaced. In each of these cases an annular 
cancer was detected through the opening. The 
gut was drawn out, and the portion diseased, 
excised, and the gut sewn together. The results 
were extraordinarily successful. In one case I 
detected a polypus in the descending colon. This 
was removed through a linear incision in the colon 
with ease and success. In the present patient, 
however, when we opened the abdomen in this way 
we found a large cancerous mass in the pelvis, 
originating in the upper part of the rectum or the 
lower sigmoid, and the whole bowel was bound 
down. So nothing could be done except inguinal 
colotomy. Inguinal colotomy is a far more 

favourable operation when done under these 
circumstances than when executed in cases of 
obstruction. If you wait until the intestinal canal 
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is blown up and full of gases and fasces, and per¬ 
haps the intestine almost “ cracking ” from pressure, I 
the patients often sink and die, though you relieve 
them. Therefore it is well to do inguinal colotomy 
before obstruction if you can. There was a great | 
deal of difficulty in performing the operation in j 
this case, and it is one which you may some- j 
times meet with and cannot foretell. The mesen¬ 
tery of the colon was very short, and the bowel . 
was exceedingly bound down in the pelvis by the j 
growth. This is a very embarrassing condition of j 
things to find in inguinal colotomy, and may some- 
times lead to actual failure of the operation. I | 
have on several occasions, on finding such local j 
conditions, been obliged to close the inguinal 
wound and open the abdomen higher up, and do 
a colotomy near the splenic flexure of the colon. 
Whenever great tension occurs on the bowel 
brought out, it will retract afterwards in a most 
astonishing and provoking way. Contraction of 
the orifice eventuates, and the end is disaster. 
The opening not only has to act well a “ month 1 
after the operation,” but for many months, perhaps 
years ! This consideration is one you must not 
lose sight of. There is no operation in surgery 
which appears easier to do than inguinal colotomy, 
and yet, without wishing to offer any insult to your 
intelligence, or the capacity of any one of you, I 
am certain that if you were to undertake one of 
those cases you would make “ a bad job of it.” It 
is difficult to appreciate that a considerable loop of 
bowel has to be brought outside the abdominal , 
cavity in the operation. If you look at the books 
on operative surgery and do inguinal colotomy j 
according to the illustrations given, you will get ! 
after contraction of the orifice. Good illustrations 
of the operation of inguinal colotomy have yet to 
be executed. I have to speak with diffidence here 
considering the many illustrations by many eminent 
authors, but I am quite sure of my grounds. The 
bowel in a colotomy case shrinks in an extraor¬ 
dinary way, and if you take a small knuckle out- j 
side the skin, in six weeks or two months it will be | 
found to have shrunk back into the cavity, and you , 
will have a button-hole opening left, from which 
you will find an obstructed intestine, and another 
operation will have to be done for its relief. I 
represent on the board the size of the loop of 
bowel which has to be brought out in doing 
inguinal colotomy. Then after the bowel is sewn ! 


in the customary manner to the skin a large wedge- 
shaped piece should be taken out of it. This will 
leave a portion of the bowel projecting above the 
skin for about two and a half inches. This looks 
a very clumsy business at first. But when you see 
the case six weeks after operation, you will find 
that the bowel has shrunk down until it is only 
about a quarter of an inch above the skin, just in 
the right condition for the application of a colotomy 
plug. Next with regard to fixing the bowel. I 
adhere to the old-fashioned plan of fixing the 
•bowel in colotomy by a thick silk suture passed 
through the mesentery. I also sew the bowel 
through the longitudinal bands to the skin and 
muscles round. By a method which was first, I 
think, brought out by the late Mr. Greig Smith, 
you put a pair of forceps or a glass rod underneath 
the bowel through the mesentery, and the operation 
can be done in five minutes. The bowel rapidly 
adheres. The objection to this operation, which I 
know is largely done, is as follows :—If a patient 
strains in violent vomiting, or coughs badly, there 
is but a feeble barrier to prevent the small intestine 
protruding through the opening. I have seen this 
accident happen more than once. It is an 
awkward complication, and hence nothing will ever 
induce me to depart from safe and secure sewing. 
In our present case, you saw how difficult it was to 
get a good loop of bowel outside. There was just 
enough, but none to spare. 

The next case I would draw your attention to 
is that of a man aet. 43 years, who was admitted 
with puzzling and curious symptoms. He was 
a wretched, miserable looking person in intense 
pain, sitting in the surgery in a chair on a busy 
day, and crying out that he was suffering from 
a terrible pain in his abdomen, alternating his 
lamentations with the vomiting of dark coloured 
fluid. He referred his whole trouble to a rupture 
which he said he had had upon one side. On 
examination one could find no evidence of any 
hernia, but, nevertheless, he said he was suffering 
from rupture, but it had gone back, and that is all 
he could tell us. When asked how it had gone 
back, he said it had gone back of itself. I mention 
all this to show you how difficult it is to depend 
upon the history of such patients, and also as 
illustrating the congenital tendency to untruth 
which is found in the lower ranks of the inhabi¬ 
tants of London. He was suffering from some 
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very desperate lesion. His abdominal symptoms 
were of a most severe nature, and we were ex¬ 
ceedingly puzzled how to interpret them. Seeing 
that he was suffering from some serious abdominal 
trouble, with vomiting and agonising pain and 
tenderness, I thought it wiser to open the abdomen. 
It is well I did so ! The only diagnosis I could 
make was that of possible obturator hernia. But 
this was far from being accurate ! A small, tight, 
strangulated obturator hernia cannot be diagnosed 
by external symptoms, and it gives rise to terribly 
acute pain and vomiting. I opened his abdomen > 
and a very curious state of things showed itself. 
We found an extensive coil of small intestine, 
bruised “ black and blue,” and practically covered 
with extravasated blood. The peritoneal coats 
were torn off the intestine extensively in one or 
two places near its mesenteric attachment. It was 
obvious that the hernia had been reduced by what 
is called, by some, taxis ! Considerable violence 
had been employed. It was puzzling to know how 
best to deal with the damaged gut. I thought it 
would give the man the best chance to resect a 
portion of intestine, and this was at once done. 
Resection of intestine may be performed far more 
simply than is generally believed. You only want 
four fine sewing needles and some fine and strong 
silk, a pair of sharp scissors, and two rubber bands or 
pieces of tubing to occlude the bowel above and 
below the site of operation. Resection of intestine 
may be forced upon any surgeon remote from an 
“ instrument shop,” and you cannot too earnestly 
accustom yourselves to simplicity of apparatus. 
An end to end suture was done over a bobbin with 
needles and silk. The patient made an uninter¬ 
rupted recovery, indeed he never had a serious 
symptom of any sort. His bowels acted and 
he got rapidly well. As in all operations of 
an anxious nature you are very apt to go wrong 
over a small matter. In the hurry of a large 
number of operations—and I did a large number 
that afternoon—I used fishing-gut sutures for the 
union of the abdominal muscles. Probably some 
of you think this material is not bad for the 
abdominal wall. I object to it for this reason: 
In a strong man with muscular abdominal 
parietes if there is any vomiting or coughing or 
any cause of great strain these sutures are apt 
to break. It was so in this case. The patient 
was very restless and vomited, and two of the 


sutures broke. Fortunately the intestines did not 
appear on the scene. The wound was quickly 
strapped together by the house surgeon, and every-, 
thing is going well. I advise the use of good strong 
soft silk for abdominal sutures. It is far safer 
than fishing-gut. Apropos of the treatment nowa¬ 
days of strangulated hernia and in connection with 
this case I may say a final word. It is very doubt¬ 
ful in my estimation whether the taxis as it used 
to be applied in strangulated hernia is any longer 
admissible. And I say this with great deference, 
for a very distinguished authority wrote a paper 
some years ago, which was largely read, and doubt¬ 
less carried great weight, which advocated exactly 
the opposite practice, i. e . that taxis should be 
long and perseveringly used. I must say that 
owing to the present improved methods of operat¬ 
ing upon hernia, if the gut does not go back very 
readily, it ought to be operated upon at once. I 
think that hot baths, ice-bags, and repeated taxis 
are things of the past. I am presuming that a 
competent operator is at hand. Of course when 
a man has been practising in a small village for 
fifteen or twenty years and perhaps has not seen a 
case of strangulated hernia for all that time, 
knowledge of the position of the epigastric arteries 
and the hernial rings may have somewhat faded ! 
I can understand that taxis under these circum¬ 
stances may be very perseveringly tried. But 
violence must never be used. In the case we are 
considering the truth came out! Violent and 
persevering “ taxis ” had been used for upwards 
of two hours, and at last the rupture had trium¬ 
phantly returned into the abdomen. The fortunate 
thing about the case was that the bowel was not 
actually torn across, for great violence must have 
been used to thus bruise the intestine and tear off 
the peritoneal coats. Such cases are very rare in 
these days. The vast majority of doctors are 
aware of the danger of forcible taxis, and they very 
wisely have recourse to operation, by sending the 
patient to hospital or having an operation done 
privately according to circumstances. 

As we are speaking of intestinal cases I thought 
we might refer to another. Many of you have 
seen this case constantly, but I will speak about it 
again because it illustrates a valuable plan of treat¬ 
ment of obstruction of the large intestine when 
distension is excessive, and the position and nature 
of the obstruction dubious. A man 36 years 
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of age had been ill for some months with vague 
abdominal symptoms. He was treated for colic 
and dyspepsia. Sometimes he had attacks of 
sickness, and his bowels did not act well. He had 
indeed all those vague signs which are commonly 
found in abdominal disease before the climax 
arrives : colicky pains, vomiting, and indigestion. 
For a week he had suffered from absolute obstruc¬ 
tion. He was very ill and enormously distended, 
the abdomen was “ blown out ” to a great size. 
We could see on the abdomen on careful inspection 
what has been well called the “ organ pipe ” 
appearance. Large coils of intestine were quietly 
moving about under the parietes, looking like the 
pipes of an organ. This is a serious and certain 
sign of obstruction of the intestines. When the 
abdomen is enormously distended it is certain that 
the “ block ” must be in the large intestine. When 
the obstruction occurs in the small intestine the 
abdomen cannot be distended to a huge size; you 
never find the enormous distension which we are 
familiar with when the large intestine is obstructed. 
Now here was a case which any one of you may 
be confronted with at any time in your future 
career : a person with a serious obstruction and an 
enormous belly, but absolutely nothing to be felt 
by the rectum or elsewhere. In such cases you, of 
course, try enemata, and they had been tried 
perseveveringly here, but with no result. When 
purgatives are wrongly given by the mouth they 
are providentially vomited, and they have no bad 
effect. The ordinary plan of treatment which was 
customary in my student day at this hospital, was 
to make a median opening in such a case, and 
explore the whole of the intestines to find the seat 
of obstruction, and relieve it if possible. But then 
always came the great crux of the matter—putting 
the intestines back again. By the time you have 
diagnosed and relieved the obstruction, drained and 
returned the distended intestines, and sewn the 
abdomen, the already seriously ill patient becomes 
moribund. As a rule they may die on the same 
night. As a matter of fact, cases of bad obstruc¬ 
tion are too ill to stand prolonged operations. I 
have done a number of them years ago, when first 
I was assistant surgeon, and the results were very 
bad. The cases were relieved, but they seldom 
long survived the severe operative proceedings. 
There is a plan of operation in these cases, which 
again I think was originally due to Mr. Greig 


Smith, and it is of the utmost value in moribund 
distended people who cannot stand the opera¬ 
tion which I have described. In these cases you 
must aim at saving life merely; you cannot be ex¬ 
pected to remove a growth, or even to make a 
certain diagnosis. You must relieve the urgent 
symptoms. In a very bad appendix abscess, when 
the patient is dangerously ill, you merely open the 
abscess and drain it, and you do not enter upon an 
extensive operation to try and find the appendix. 
If you do try to find the appendix, that is to say, if 
you make a long search and remove it, the surgery 
of the case is complete, but the patient may 
probably die. In all these cases of “ blown up ” 
people with bad intestinal obstruction, where the 
rectum is free and nothing is to be felt, a slight 
operation only is permissible. This is effected by 
making a small opening in the right iliac fossa, 
rapidly cutting through the muscles and fascia, and 
finding the caecum. When that portion of the gut 
presents itself enormously distended, it is sewn by 
a few sutures to the peritoneum and transversalis 
fascia, and an opening is made about the length of 
the finger nail with a sharp knife. This operation 
can be finished in ten minutes, and it can be done 
under eucaine. These patients, too, are very 
dangerous subjects for anaesthetics. They often 
vomit a large amount of faecal matter, which may 
be drawn into their lungs, and they speedily die. 
The head should always be on the side, with a gag 
in the mouth, so that should a sudden gush occur 
the fluid will not enter the lungs. In country 
practice this operation is very valuable because of 
the ease of its performance. If you thus puncture 
the caecum and let out gas and fluid faeces, the 
patients are enormously relieved. In this man s 
case a small opening was made into the caecum, he 
passed a quantity of gas and faecal matter, and his 
belly day by day began to “ flatten down ” and 
subside. And then a very remarkable phenomenon 
happened, which I have seen occur before. He 
began to pass motions “ the right way,” the little 
opening which had been made into the caecum con¬ 
tracted and healed by itself. The next thing which 
occurred was this : when his belly became flaccid 
and empty we were able, under his left ribs, to feel 
a deep lump of dubious nature, which was doubt¬ 
less where the obstruction had existed, but which 
previously could not be felt. This hard mass was 
taken by all of us to mean that he had malignant 
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disease at the splenic flexure of the colon, and it 
was resolved after consultation that this should be 
cut down upon, to see if it were possible to remove 
the growth or to “ short-circuit ” the intestine. 
For instance, to anastomose the transverse and 
descending colon. 

When I opened the abdomen I discovered a 
most confused and adherent mass of intestines 
matted together, and a formation in the mesen¬ 
tery about the size of the palm of the hand. 
This large growth or tumour was cut out, more 
for diagnostic purposes than anything else. I 
attempted to unravel the intestines, but in doing so 
I began to find I was tearing off the peritoneal 
coats, and producing injuries rather than doing 
good, so I desisted and closed the wound. To my 
surprise the pathologist reported that there was no 
appearance of cancer in the mass removed. It was 
merely inflammatory ! Here this curious case must 
remain for the present. Both wounds are healed 
and the bowels are acting regularly, and the man 
has left London feeling well. I do not know even 
now what the true cause of the obstruction was; 
but I do know that that man’s life was saved by 
that simple operation of making a small opening 
into the caecum, and I hope you will recollect the 
value of this operation in future practice. The 
clinical evidences of cancer were very complete ; 
how deceptive are such cases ! How cautious 
ought we to be in taking a “ hopeless view ” of 
“ masses ” and “ growths ” in the abdominal cavity. 


Erni applies the term “ tapotage,” which means 
tapping or slapping, to describe the reaction which 
he has found almost pathognomonic of a tuber¬ 
culous cavity in the lungs. He percusses the 
chest over the apex of the lung, usihg for the pur¬ 
pose a flexible knife—a silver paper cutter — 
weighing about ioo gm. The blade is taken in 
the fingers and the chest is tapped with the handle, 
no force being applied, but merely the elasticity of 
the knife doing the percussion. The handle re¬ 
bounds as it touches the chest wall. This light 
percussion produces no effect over normal parts, 
but when there is a cavity beneath, the percussion 
causes the subject to cough immediately and 
expectorate, all in less than a minute.— Journ. 
A.M.A ., vol. xlii, No. 17. 


REMARKS ON THE CONDITION OF THE 
THROAT 

AS AN AID TO THE 

DIAGNOSIS OF SCARLET FEVER.* 

By J. D. WINDLE, M.D.Vict. Univ. Manchester, 
M.R.C.S.Eng., 

Medical Officer of Health, Southall, Norwood U.D.C. 


Gentlemen,- —In opening the discussion on the 
subject we are to consider this evening—scarlet 
fever—I have thought that an interesting and 
practically useful aspect of the question would be 
to deal with some points in the diagnosis. 

I purpose to speak principally first with regard 
to the early occurrence of throat symptoms and 
their clinical significance and importance for the 
diagnosis of anomalous types of the disease of 
mild and severe character more particularly in the 
prodromal or pre-eruptive stage, and finally to con¬ 
sider how far the appearance of the throat assists 
in the diagnosis of very mild types with anomalous 
eruption from other conditions which simulate it. 

As a first step towards diagnosis, the question 
naturally arises .whether there is any symptom in 
the disease which we can point to as pathognomonic, 
and if not, is there any which is essential—that is, 
constant and common to all types of the disease? 

In order to answer this, let us imagine a series 
of cases of scarlet fever, of all degrees of intensity, 
arranged in such away that we have in the centre a 
case of the typical traditional type; and on the 
one hand of this a series gradually increasing in 
intensity and in the anomalous character of their 
symptoms up to the most malignant ; and on the 
other hand a series diminishing in severity in 
similar proportion down to the mildest and most 
atypical. 

On comparing these cases we should find that 
they approximated more or less to the typical case 
and to each other successively in the same series ; 
but if we were to make a comparison between the 
two extremes and the mean-we should be inclined 
to say at first sight that they were cases of different 
diseases, and it may be only after a careful scrutiny 
that we should detect the feature common to the 
three—that is, some deviation from the normal 

* Delivered at the Clinical Section of the Ealing Divi¬ 
sion of the British Medical Association. 
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in the condition of the throat, which is the essential 
clinical feature of scarlet fever. 

The question now arises whether there is any¬ 
thing characteristic in the appearance of the throat, 
and if so, do the changes occur sufficiently early to 
assist in diagnosis in the prodromal stage. All 
writers on scarlet fever mention an injected con¬ 
dition of the fauces as one of its characteristic 
symptoms. I will endeavour to show the nature 
of this condition, its early appearances, the changes 
which it undergoes, and its significance for dia¬ 
gnosis. As to the nature of the injection, I think 
I shall be able to show that it is part of the 
scarlatinal eruption. 

It is well known that the throat is involved in 
the eruption of many eruptive fevers. In small¬ 
pox, chicken-pox, measles, and rubella, for. in¬ 
stance, the eruption occurs, and is often better 
marked in character in the mouth and throat than 
it is on the skin. 

In the same way the scarlatinal eruption occurs 
on the fauces, has the same essential characters, 
and goes through the same changes that it does on 
the skin; and, what is of great importance for 
diagnosis, it occurs in the throat as long as twenty- 
four, thirty-six, or even forty-eight hours before it 
appears on the skin, being, in fact, the first mani¬ 
festation of the rash. In its earliest phase this 
faucial eruption consists of minute, bright red, dis¬ 
crete, slightly conical spots, each of which is 
surrounded by a ring of erythema. They are best 
seen on the pillars of fauces, uvula, soft palate, 
and posterior part of the hard; for here the 
mucous membrane is paler than that of the rest of 
the mouth, and the eruption is not obscured by the 
presence of local inflammatory changes. 

The rash occurs also on the posterior wall of the 
pharynx, the tongue, and occasionally extends 
forward on to the buccal mucous membrane. 

In the mildest cases the punctated character of 
the eruption is maintained throughout. As a rule, 
however, in cases of ordinary severity, by the time 
the rash appears on the skin the punctate character 
has given place to an intense general “ sealing-wax 
redness ” of all the parts at the back of the mouth, 
produced by the confluence of the erythematous 
zones which surround each point of eruption 
exactly as occurs on the skin. 

I should here like to emphasize the fact of the 
early onset of throat symptoms. The association 


I fn our minds of scarlet rash and sore throat is so 
close that we are apt to forget that sore throat is 
one of the first symptoms, and, so far as my ex¬ 
perience goes, the first objective symptom of 
scarlet fever. 

We find as a matter of fact that the onset is more 
insidious and less sudden than it appears to be. In 
the case of children old enough to give an intelli¬ 
gible account of their symptoms, inquiries will, 
except in the mildest cases, almost always elicit the 
fact that there has been some soreness or dryness of 
the throat, for a day or so, previously to the initial 
general symptoms ; and if, as sometimes happens 
i in private practice, we have the opportunity of 
watching incubating cases in families in which 
scarlet fever has recently occurred, we shall find 
that changes in the fauces do actually precede the 
occurrence of general illness. However this may 
be it is a good working rule to bear in mind, in 
deciding the scarlatinal nature of any case, that 
throat changes are invariably present at the onset 
of general symptoms, and therefore the condition 
1 of the throat serves as a basis for diagnosis of the 
disease in the prodromal or pre-eruptive stage. 

To revert now to the value of the faucial changes 
just described for diagnosis in the prodromal stage. 
To recognise an illness as scarlet fever, on the first 
occurrence of symptoms, is, in the majority of 
cases, a matter of little or no difficulty. The 
sudden occurrence of vomiting, sore throat, fever, 
together with some nervous disturbance, ushering 
in an illness in childhood is a sufficiently character¬ 
istic group of symptoms to justify a strong suspicion 
that we have to deal with a case of scarlet fever, 
and this suspicion becomes a practical certainty if 
we get a history of exposure to infection, and the 
patient has not suffered from the disease before. 

In a sporadic case the question of diphtheria 
may arise, since when due to a mixed infection it 
begins much in the same way, with symptoms of a 
sthenic type, high fever, vomiting, and redness of 
the throat, symptoms which precede the formation 
I of membrane, by a definite, although short time. 
The nature of the injection of the throat in 
scarlet fever is sufficiently characteristic to dis¬ 
criminate between the two. 

It serves equally well for the recognition of 
scarlet fever in its earliest stage when there are 
only the most trivial general symptoms. These 
very mild types in the prodromal stage are quite 
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easily mistaken at first for simple tonsillitis; the 
general symptoms are often slight, evanescent, and 
indefinite, and there is wanting that sudden transi¬ 
tion from apparent health to a state of acute illness, 
which is such a striking feature in the majority of 
cases. 

The following is an illustrative case :— 

A child, ten years of age, who had never had 
scarlet fever was brought to me one evening by her 
mother, who was apprehensive lest the child should 
be sickening for scarlet fever, the school which 
she attended having recently been closed on 
account of an outbreak of that disease. For some 
months she had had her throat painted for enlarged | 
tonsils, and her only complaint was that her throat i 
wanted painting again and she was unable to say ! 
when it first felt more uncomfortable than usual. | 
She was said to have been in perfect health up to 
the time of her visit—and she looked very well— | 
but on questioning her she said she had felt a 
little sick and poorly in the morning. 

The temperature was 102*2, skin perfectly clear, 
the tonsils slightly swollen and reddened, and a 
characteristic rash was seen on the uvula, soft 
palate, and adjacent part of hard. I concluded 
the case was one of scarlet fever, and sent her home 
to bed. There was no further event until the 
second morning after her visit to me, when there 
was a typical rash on chest and abdomen, which 
was not to be seen late the night previously. 

Case 2.—In this case one would certainly have 
thought of commencing scarlet fever except for the 
appearance of the throat. A child, eleven years of 
age, who had not had scarlet fever, came in con¬ 
tact for twenty minutes with a marked case of the 
disease. On the fifth day she complained of 
feeling tired and shivery, and on the morning of 
the sixth day she felt sick and generally ill. I saw 
her in the afternoon, but her temperature was 102, | 
pulse 140. The throat, however, was perfectly 
healthy in appearance, and on this fact I excluded 
scarlet fever. In twenty-four hours after a dose of 
calomel the patient was quite well. 

In the first case the symptoms w r ere so slight 
that a suspicion of scarlatina would probably not 
have arisen had it not been for two facts: a history 
of exposure and the condition of the throat. Sup- ' 
posing the first had been absent, one might easily 1 
have overlooked the throat; or if examined I 
tonsillitis would have been the diagnosis had 1 


one not been aware of the characteristic early 
appearance. 

The second case serves to illustrate an exceed- 
| ingly common condition in children—acute gastric 
catarrh—which except for throat symptoms often 
mimics the onset of scarlet fever very closely— 

| high fever, vomiting and nervous disturbance; and 
since many of these cases present a roseolar rash 
very like scarlet fever, the condition of the throat 
is the one symptom from which the diagnosis has 
to be deduced. 

The cases most difficult to diagnose in the pro¬ 
dromal stage are anomalous types with general 
symptoms of severe character. High fever, de¬ 
lirium, stupor, or coma vigil characterise the onset 
in many of these cases, and the condition is highly 
suggestive of acute meningitis; or we may think 
of the cerebral type of pneumonia with delayed 
physical signs since dyspnoea is often an urgent 
symptom. The confusion is increased by the fact 
that in the “cerebral type” of pneumonia there is 
delay in appearance of physical signs for so long 
as six or seven days; and in malignant scarlet 
fever the rash is delayed to the third or fourth 
day, and may be so fugitive that it is entirely over¬ 
looked. In other eases, again, there is persistent 
| vomiting and diarrhoea, speedily followed by 
collapse—symptoms which have a close resem¬ 
blance to acute gastro-enteritis. 

| Whenever we are confronted with anomalous 
symptoms similar to these, occurring at the onset 
of an acute illness in childhood, we should always 
think of scarlet fever, and an examination of the 
fauces will furnish evidence of the greatest value. 
Even in the earliest stage, if any given case is 
scarlet fever, there will certainly be some local 
changes to be seen in the fauces; not necessarily 
proportionate in intensity to the general symptoms; 
there may be merely a punctate or diffused red¬ 
ness of the palate, uvula, and other parts at the 
back of the mouth, but this fact “is the window 
through which the whole may be seen.” 

The source of error in anomalous types of all 
kinds is the probable absence of any indication of 
the throat being affected. 

The patient is too ill, or too young, to complain 
of sore throat; and if we omit an examination of 
the fauces we shall inevitably overlook the true 
nature of the illness in many of these cases, unless, 
of course, we are reminded of the possibility of 
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scarlet fever from its previous occurrence in the 
same house, or prevalence in the neighbourhood. 

It may be said that the question of early dia¬ 
gnosis is not of much importance—and that is true 
so far as treatment is concerned, since it is sym¬ 
ptomatic, and it is a matter of indifference to the 
patient whether he is treated for scarlet fever or 
some other disease, so long as “ we do no harm, if 
we can do no good.” 

But it is of great importance that we should 


and we may get vomiting, sore throat, and high 
fever ushering in the disease exactly as in scarlet 
fever. 

In these anomalous cases of measles the pro¬ 
longed prodromal stage, usually four, sometimes 
five, six, or even seven or eight days* duration, 
may lead us to suspect that we have to deal with 
a semi-malignant type of scarlet fever, with “sup¬ 
pressed ” rash; or we may think of pneumonia 
with delayed physical signs, or meningitis, if 
nervous symptoms predominate. 

I believe that in the condition of the throat we 


recognise at the earliest possible moment that we 
have to deal with an infectious illness, and take 
preventative measures accordingly. The condition 
of the throat is the one symptom which puts us on 1 
our guard in this respect. If we overlook this fact, 
as may so very easily happen in mild and malignant 
types of the disease, we lay ourselves open to 
surprises of a serious and unpleasant nature, and 
the correct diagnosis may be made manifest* in a 
dramatic and unpleasant fashion by the occurrence 
of more typical or maybe fatal examples in the 
same family—a disaster which, to say the least of 
it, is exceedingly detrimental to the practitioner’s 
reputation. 

The Early Diagnosis of Scarlet Feverfrom Measles . 
—One of the commonest questions put by parents 
to the practitioner, at the onset of an acute illness 
in childhood is, whether the child “is sickening 
for measles or scarlet fever.” If either disease is 
prevalent, or has recently occurred in the same 
family, we have little or no difficulty in arriving at 
a conclusion, since the mode of onset and sym¬ 
ptoms in the majority of cases of both diseases 
is sufficiently characteristic for an answer to be 
given with confidence, collateral circumstances— 
history of exposure to infection, period of incu¬ 
bation, and previous history—being taken into 
account. 

But it occasionally happens that the prodromal j 
symptoms are so anomalous in character, that even 
during an epidemic and a fortiori in sporadic 
cases, it is a very easy matter to entirely overlook 
the nature of the disease, especially in very mild j 
and severe types. Even when suspicion is aroused 
that we have to deal with the invasion stage of 
measles or scarlet fever, the diagnosis is not 
always so easy as is generally assumed, since 
the prodromal symptoms of measles may mimic 
those of scarlet lever, and vice versa. It is not 
uncommon, for instance, to get some suffusion of 
the eyes and slight catarrhal symptoms, together 
with the sore throat and vomiting, in scarlet 
fever, and in measles there is occasionally an 


have a very valuable aid to diagnosis. 

Trousseau (‘Clin. Med.,’ vol. ii., page 213, 
‘ New Syd. Society’s Trans.’) was the first to 
direct attention to this. He remarks: “ Before 
there is any exanthem on the skin, you see the 
disease inscribed on pharynx, tonsils, and veil of 
palate.” 

From a large number of cases I have been 
fortunate enough to see in the prodromal stage 
during several epidemics, I can fully confirm this 
observation. The eruption of measles is almost 
invariably to be seen on the fauces two or three 
days before any eruption appears on the skin, and 
is hence a valuable aid to diagnosis. 

The faucial rash of measles has these charac¬ 
teristics : the spots are two or three times as large 
as scarlatinal spots, they are of much deeper colour, 
and they do not run together to produce that vivid 
injection which we usually see in scarlet fever 
after the first day. These features, together with 
catarrhal symptoms, are sufficient to differentiate 
the two in the prodromal stage. 

I should here remind you that these early 
measles spots are not to be confounded with 
Koplick’s spots, which are said to appear on the 
buccal mucous membrane during the stage of 
invasion. 

The Diagnosis of Mild Types of Scarlet Fever 
with Anomalous Eruption .—The faucial eruption 
of scarlatina, constituting as it does part of the 
general eruption, is of great assistance for diagnosis 
in the eruptive stage, when the nature of the rash 
is doubtful. 

You are well aware the rash of scarlet fever in 
an ordinary case has a uniformly bright red appear¬ 
ance resembling the blush of erysipelas when 
looked at from a distance of two or three feet in 
daylight. Examined more closely, we see that it 
consists of a multitude of minute discrete points, 
each of which is surrounded by a ring of erythema; 
and it is to the coalescence of these that the uni¬ 
form scarlet appearance is due. The milder the 
case, the less intense is the surrounding erythema; 
and we may thus get a more or less general uni¬ 
formly scattered “ discrete ” eruption; or what is 
probably more common, the eruption comes out in 
l patches of discrete dots, about the axillre, bends of 


entire absence of catarrhal symptoms at the onset, 


elbows, groins, nates, and ankles. 
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the anomalous distribution of the rash and the in¬ 
significance of general symptoms is apt to disarm 
suspicion as to the nature of the illness, and it is 
in such that the faucial rash is so valuable for 
diagnosis; its presence, together with either variety 
of discrete rash, is, I believe, as characteristic of 
scarlet fever as the “boiled lobster”-like skin, and 
intensely injected throat of the traditional type. 

Scarlatiniform Rubella is the one disease which 
is specially liable to be mistaken for this discrete 
type of scarlet fever. Diagnosis is made more 
difficult by the fact that in this type of rubella 
there is also a faucial rash—whether this is present 
in the prodromal stage I have had no experience. 

The points of distinction from scarlet fever on 
which reliance may be placed are as follows :— 

The presence of a distinct, discrete rash on 
face and forehead. This alone is sufficient to 
exclude scarlet fever, but this rash on the face, 
together with the faucial rash, does not last more 
than twenty-four hours as a rule, and therefore 
diagnosis is more complicated when the rash has 
faded from the face. If we see a case at this 
period, and the rash on the face has not been 
noticed, the fact of there being no faucial rash 
will assist in excluding scarlet fever, since in the 
latter the faucial rash is invariably present with 
the eruption on the trunk. 

We have therefore three conditions for con¬ 
sideration :— 

1. Faucial eruption, eruption on the face and 
trunk, is in favour of rubella. 

2. Faucial eruption present together with erup¬ 
tion on the trunk, but none on the face, is in 
favour of scarlatina. 

3. Eruption on the trunk, none on the face, 
none on the fauces, is in favour of rubella. 
History of eruption on face confirms it. 

There is one other point of distinction as 
regards the rash in rubella, and that is the spots 
are rather larger and of more papular character 
than scarlatina ; on the skin they are distinctly 
palpable. 

Other points of distinction in scarlatinal rubella 
are :— 

(1) Enlarged and tender occipital and mastoid 
glands. 

(2) The incubation period, if it can be accurately 
ascertained, is also of assistance, and is usually 
about ten days. 

(3) History of previous attack of scarlet fever. 

The following case, which I saw about two 

years ago, is a typical example of scarlatiniform 
rubella. 

A child set. 8 years had scarlet fever a year ago, 
for which he was in hospital twelve weeks. He 
had typical measles six months ago, along with his 
brothers and sisters. The first symptoms noticed 
in the present attack was a rash all over the face 
and body. His brother had a similar attack a 


fortnight ago which his mother attributed to 
“indigestion,” for which advice was not sought. 
The face, trunk, arms, and legs were covered with 
uniformly scattered rose pink papules, very slightly 
raised above the skin, and each with a little areola 
of its own, exactly like one sees in very mild 
scarlet fever, except that the spots were more 
raised, pointed, and were present on the face. 

The fauces were redder than normal, but there 
was no swelling, or exudation, the eyes were some¬ 
what suffused, but there was no coryza or cough. 
The glands along the posterior borders of the 
sterno-mastoid on each side were enlarged and 
tender. There was no fever and the child was 
otherwise in good health. The diagnostic features 
of the case :— 

1. History of previous scarlatina and measles. 

2. History of similar attacks in the case of his 
brother fourteen days before. 

3. Presence of the rash on the face, uniform 
distribution over the body. 

4. Swollen, tender posterior cervical glands. 

Fourth Disease .—The question of diagnosis of 

scarlet fever from “ fourth disease ” is one that 
does not concern us from a practical point of view. 

As you are aware this term is applied by Dr. 
Dukes, of Rugby, in a paper in the ‘ Lancet' (July 
24th, 1900) to a new disease, which he describes 
as occupying a place between rubella and scarlatina. 
So far as I have been able to gather, I venture to 
think that the cases he so describes are nothing 
more than the discrete type of scarlet fever just 
described. 

He lays stress on the fact in support of his con 
tention that although many of the cases were sent 
to their homes whilst in the peeling state, there 
was no further development of the disease in any 
of their families. 

Personally, I do not think this fact is of much 
value as evidence against the cases being scarlet 
fever. It is doubtful how far desquamating skin is 
infectious, but I certainly think it is not so in¬ 
fectious as it is usually assumed to be, and almost 
certainly not in the later stages, for cases are con¬ 
stantly found in our elementary schools in the 
early desquamating stage, and it has been remarked 
over and over again that no spread has resulted 
from their presence there. 

The mildest type of scarlet fever has, I think, 
little power for infection after the first week, since 
the cases have very rarely any discharge from the 
ears and nose, any eczematous sores, etc., which 
we so commonly meet with in more severe types, 
and which I think are the chief source of infection. 

Finally, with regard to the scarlatiniform erup¬ 
tions, due to drugs, etc., which simulate scarlet 
fever, I will only say however copious or scanty the 
eruption may be, it is strong frimd facie evidence 
against scarlatina if no throat changes are- to be 
seen. 
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A LECTURE 

ON THE 

SURGICAL TREATMENT OF 
GASTRIC ULCER. 

Delivered at the London Hospital. 

By G. MANSELL MOULLIN, M.D., F.R.C.S., 
Senior Surgeon, and Lecturer on Surgery; Examiner in 
Surgery at the University of Cambridge. 


The subject, gentlemen, which I have been asked 
| to bring before you to-day is the surgical treat- 
I ment of acute and chronic ulcer of the stomach. 

I I am not going to include that of ulcers which 
I have perforated already, for there is a general 
agreement as to what should be done with them ; 
and the propriety of immediate operation is not now 
called in question by any one. I shall only deal 
with some of those which, hitherto, have been 
regarded as suitable for medical treatment only, 
acute ulcers, for example, in which there is serious 
haemorrhage, or chronic ulcers, which persist in 
spite of a thorough course of dieting and drugs, 
and which, I maintain, can be dealt with far more 
efficiently and with far greater safety, provided the 
case is not left until the patient is in extremis, by 
surgical methods than they can by medical. 

Before I begin, I must ask you to look at the 
series of specimens placed before you, and to let 
me know what conclusions you think should be 
drawn from them. They are not exceptional, 
every hospital museum contains as many and some 
many more. Some of them are illustrative of the 
chronic form of ulcer; others of the acute; and 
others again of perforation. But in all alike there 
is, so far as I can see, no other deduction to 
be drawn than that the method of treatment which 
has resulted in their production is a disastrous 
failure. I admit that in nearly all these cases, as 
we see them now, anything like operation would 
have been impossible, or almost impossible. The 
stage reached in most of them is far beyond the 
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possibility of cure, and at best would only admit 
of some measure of relief. But I have no 
hesitation in saying that in the vast majority, if 
not in all, there has been a period during which, 
with the means at our command at the present day, 
these patients could not only have been relieved, 
but cured by a comparatively simple and safe 
operation. I do not know what may have been 
the idea or ideas of those who have taken so 
much trouble to collect together these specimens ; 
but I do know that as they stand there the lesson 
they teach is that with our present knowledge of 
surgery and what surgery can do with safety, it is 
time that a change were made. Had the patients 
from whom those specimens were taken been 
operated upon at a suitable time, before it was i 
too late, as they can be operated upon now, it is | 
only the barest truth to say that many lives would 
have been saved, and an enormous amount of 
pain and suffering prevented. Those specimens 
are splendid examples of what nowadays never 
ought to be allowed to occur. 

Gastric ulcer may be acute or chronic; and as 
the conditions which render operation advisable 
depend in great measure upon the state of the 
ulcer itself, the length of time it has lasted, and 
the way in which it is influenced by treatment, it 
is convenient to adopt this classification; but it is 
by no means easy to define what is meant by an 
acute ulcer. There may be merely a superficial 
erosion of the epithelium, so shallow that it can 
only be detected with difficulty: or there may be 
a deep punched-out hole extending into or even 
through the whole thickness of the wall of the 
stomach; but this is to be remembered, that 
whatever you do find, the appearance that it 
presents during life, and the condition of the 
mucous membrane around it, are very different 
from what they are after death. During life, the 
mucous membrane is soft and thick, intensely 
vascular, full of blood, and bright red in colour. , 
If there is any abrasion or ulcer, the edges around j 
the inflamed area are swollen and oedematous, so 
that they often meet together over the injured area 
and overlap it. Even when it is of some size, it 
may be so covered in that it looks like a mere line 
or a triradiate fissure, from the depths of which the 
blood oozes out in a steady continuous stream. 
After death, especially death from haemorrhage, 
when all the blood has been drained out of the 


body and the blood pressure has fallen to zero, 
the whole of this swelling vanishes ; the mucous 
membrane becomes uniform and flat: it loses its 
bright red colour and becomes a pale grey; and 
the abraded surface becomes so nearly level with 
the rest that the difference can scarcely be 
detected. I have been told by a physician, one of 
whose patients had recently bled to death from 
gastric haemorrhage, that it was fortunate no 
operation had been performed, because post 
mortem no lesion could be found on the mucous 
surface of the stomach from which the blood could 
have come. But it does not follow in the least 
that this would have been the case during life, 
even if there had been no blood oozing out to act 
as a guide. Many of these erosions, which are so 
difficult to distinguish after death, can be seen at 
once as bleeding cracks or fissures in the mucous 
membrane during life. 

I have operated upon upwards of fifty cases of 
gastric ulcer, and when the bleeding was recent 
have never yet failed to find the source of the 
haemorrhage. In some there was a mere crack or 
fissure such as I have described; in others there 
was a patch of mucous membrane from the surface 
of which the blood kept oozing; and in others, 
again, there was a definite ulcer, sometimes 
shallow, sometimes deep, with more or less callous 
thickened edges and base, in some involving the 
mucous membrane only, in others involving the 
whole thickness of the wall of the stomach. The 
appearance they presented was, I admit, different 
in many particulars from that which is described as 
usual in post-mortem records; but wherever the 
haemorrhage is recent the source of it can, I believe, 
always be found during life if a sufficiently thorough 
examination is made. 

How these ulcers that bleed so freely originate is 
a matter of some consequence. They are very 
often multiple; they occur in all parts of the 
stomach, though they are rare at the cardiac end, 
and the pylorus and the lesser curvature are by far 
the most favourite localities; they are very much 
more common among women than among men, 
especially in women of from eighteen to thirty years 
of age; and they are frequently associated with 
chlorosis and hyperchlorhydria. All this is acknow¬ 
ledged, but beyond this it is not easy to go. My 
impression is that in the majority of instances they 
originate in haemorrhages in the substance of the 
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mucous membrane. Duodenal ulcers, which are 
peculiar in being more frequent in men, and which 
are, it is well known, curiously associated in many 
instances with burns and scalds, probably have a 
different beginning. They originate, it is believed, 
in connection with Brunner’s glands, though 
perhaps on insufficient evidence ; and it may be 
that the chronic gastric ulcers which resemble 
duodenal ulcers very closely in appearance may 
originate from the pyloric glands, which in many 
respects resemble Brunner’s. They are certainly 
most common in the region of the pyloric glands. 
And in other cases, again, gastric ulcers may be due 
to enlargement and disintegration of the lymphatic 
follicles in the mucous membrane (one of the 
specimens before you illustrates this condition in 
the duodenum very well). But in several instances 
when operating upon a recent gastric ulcer I have 
seen isolated purple patches in the mucous mem¬ 
brane, in the immediate neighbourhood of the 
ulcer, undoubtedly the result of haemorrhages, and 
it has seemed to me that the ulcer itself has 
probably originated from one of these a little 
deeper and a little more extensive than the rest. It 
is possible that the acute superficial gastric ulcer 
which is so exceedingly common in young women, 
and which probably is present, though unrecog¬ 
nised, in a very large proportion of the cases of 
dyspepsia that occur in that sex at that time of life, 
originates in this way, and that some of the chronic 
ones, which are at least as frequent in men as they 
are in women, and perhaps more frequent, are due 
to the other causes that I have mentioned. But 
that a large proportion of the whole originates in 
consequence of some disorder of the blood, or 
blood vessels, or of both, leading to haemorrhage, I 
am convinced. 

What should lead to these haemorrhages it is 
difficult to say. In all probability the immediate 
cause is by no means always the same. In one of 
these specimens, for instance, there is a strong 
suspicion of minute emboli. In more than one it 
is clear from the history that the patient was 
suffering from acute septicaemia. In one there 
seems to have been a form of capillary endarteritis. 
But these are exceptional; and the explanation for 
the majority has to be found in the blood and vas¬ 
cular changes, which are associated with chlorosis, 
in the chronic gastric catarrh which is so generally 
present at the same time, and perhaps in the 


excessive secretion of hydrochloric acid which is so 
often associated with this, and which must mean 
morbid activity on the part of some of the secreting 
glands, and perhaps some modification in the con¬ 
stitution of the blood. I am inclined to think 
myself that the two first of these are the most 
important, and that in a large number of cases the 1 
actual exciting cause is mechanical injury, due to / 
the very badly constructed corsets worn by the \ 
class of patient in whom gastric ulcer is most 1 
common. The tissues of patients suffering from 
chlorosis bruise with the greatest ease. Chronic 
dyspepsia from over-eating or indiscriminate eating, 
or from swallowing inordinate quantities of such 
substances as vinegar, is excessively frequent, and 
is of course associated with a congested state of the ! 
gastric mucous membrane. Very slight injury in 
circumstances such as these, even the compression 
caused by frequent stooping, might lead to bruising 
and haemorrhage into the mucous membrane ; and 
this, if sufficiently extensive and near the surface, to \ 
ulceration. Some may require a greater degree of 
mechanical violence and others less; but I feel 
convinced that the two main factors in causing t 
these ulcers are injury leading to extravasation on 
the one hand, and a morbid condition of the blood 
or blood-vessels, tending to bleeding, and of the 
mucous membrane of the stomach on the other. 

Given a case of acute ulcer of the stomach which 
has not yet perforated, there are two conditions for 
which operation is required, threatened perforation, 
and haemorrhage. 

The first of these it is not possible as yet to 
diagnose. The wall of the stomach itself is quite 
insensitive, so far at least as the greater part of it is 
concerned, to pain or injury of any kind. It may 
be cut, or clamped, or burnt, without the patient 
even being so much as aware of it. But it must 
not be dragged upon in the least. The least 
dragging upon the stomach, pulling upon the | 
parietal peritoneum, causes pain, and if the patient ' 
is under an anaesthetic, causes an immediate drop \ 
in the pulse. Consequently an ulcer of the 
stomach may develop, and spread, and finally give 
way into the general peritoneal cavity, without 
there having been of necessity a symptom that 
would arouse a suspicion that such a thing existed. 
Cutaneous hyperaesthesia, which is so valuable a 
sign in cases of inflammation of the appendix, is of 
no use for gastric ulcer. It is usually present, it is 
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true, when there is ulceration; but it may be 
present and equally well-marked when there is 
none. Its disappearance does not indicate perfora¬ 
tion as it does in the case of the appendix ; and if 
it did the sign would come too late. Deep tender¬ 
ness again is little better in this respect. This 
means that the nerves distributed to the parietal 
peritoneum under the point of pressure are irritated 
in some way, or are at least unduly sensitive, and 
in cases of gastric ulcer, it is nearly always present 
in the middle epigastric region. This corresponds 
fairly well to the gastro-hepatic omentum and the 
' lesser curvature of the stomach, to which most of 
the lymphatics that come from the region likely to 
be affected by ulceration converge. But it does 
I not mean necessarily that there is an ulcer, and 
/ still less that the ulcer is on the point of perforating. 
/ Deep tenderness over other parts of the abdominal 
area that covers in the stomach is of a little more 
significance, as it implies that some unusual part of 
the parietal peritoneum is in a state of irritation. 
This alone should always arouse suspicion ; and 
t when it is well-marked, especially when it persists 
in spite of treatment, and is associated with 
cutaneous hyperaesthesia, and other evidence of 
ulceration, it strongly suggests not only that there 
is an ulcer, but that it is in a state of constant 
irritation, and therefore, in- all probability, spread¬ 
ing. But unless there is actual leakage through 
the base of the ulcer, causing sudden intense pain, 
with faintness, vomiting, and all the signs of local¬ 
ised peritonitis, it is not possible to say whether 
the floor of the ulcer is on the point of giving way 
completely or not. 

The question as to when haemorrhage (including 
in that term both haematemesis and melsena) justi¬ 
fies exploration in a case of acute ulcer of the 
stomach, is much more easy to answer. It depends 
entirely upon the amount. I maintain that no 
person should be allowed to bleed to death from 
the stomach or from any other part of the body, 
simply because in the majority of cases, if left alone, 
the bleeding will stop of itself. A surgeon should 
be consulted in every case of haematemesis, whether 
arising from gastric ulcer or not, as soon as it is 
evident that the loss of blood is really serious, and 
is not checked by medical treatment. 

I am quite aware that this view is not generally 
accepted, and I have heard many arguments 
brought forward against it; but in my opinion they 


are of very little value. It is said that the mortality 
from haematemesis in those cases of acute ulcer of 
the stomach that occur so often in young women, is 
not more than 3 per cent. (It is allowed that the 
mortality from this cause in chronic ulcer of the 
stomach is far higher, but this I will deal with 
later.) I am quite willing to admit it, and I will 
go so far as to say that I do not think that it is so 
high as this. That is the mortality in the medical 
wards in a hospital. All the slighter cases of 
haematemesis that occur among the out-patients 
are not counted. If they were, the mortality would 
be certainly lower, as it is in private practice. It 
is an interesting question, but has nothing to do 
with the subject in hand. No one, so far as I am 
aware, has ever proposed to perform gastrotomy on 
all the in-patients of a hospital who suffer from 
haematemesis, any more than they have in the case 
of all the out-patients. Until this is done, the 
point does not concern us in any way. 

Of all the cases of haematemesis from gastric 
ulcer that occur in the medical wards, not 10 per 
cent., I am told, are serious, but I am also told 
that of those ten, three die. The present mor¬ 
tality, in other words, of the cases of serious 
haemorrhage, the only cases, it must be remem¬ 
bered, which I ask that a surgeon should see, is 
no less than 30 per cent. If every single one of 
those cases was operated upon, the mortality would 
be far less. No one, I think, will venture to dis¬ 
pute this. 

It is no exaggeration to say that the mortality 
in exploration of the stomach for haematemesis 
nowadays depends far more upon the amount of 
blood the patient has lost already than upon any¬ 
thing else. If the patients have not been allowed 
to bleed nearly to death already, they ought not to 
die from the operation. 

This deals with mortality only. It is assumed 
by those who object to operation that the patients 
who do not die under the present system recover 
completely. I know of no statistics of any value 
with regard to this, and I should not place much 
reliance upon them if I had them. It is a matter 
of common knowledge that a considerable number 
of those who bleed far short of bleeding to death, 
never thoroughly regain their strength. Some are 
left anaemic for the rest of life; others succumb 
to phthisis; others again, without its being pos¬ 
sible to assign any definite reason for it, remain 


Digitized by 


Google 



The Clinical Journal. ] 


MR. MANSELL MOULLIN. 


[May 25,1904. 85 


weak and feeble, unable to do what they could do 
with ease before, and often fall into a state of 
chronic invalidism. Patients do not by any means 
always recover completely from loss of blood, even 
when it falls short of being immediately fatal. 

The difficulty of diagnosis is another argument 
that is ofte*n brought forward. Haemorrhage from 
the stomach may come from So many other sources 
besides an ulcer. It may occur in morbid states 
of the blood. It may be neuropathic or due to 
haemophilia. It may be due to splenic disease, or 
cirrhosis, or it may occur and prove fatal after 
abdominal operations, especially those involving 
ligature of large masses of omentum; and par¬ 
ticularly in these instances it is often impossible 
post mortem to find any lesion. The blood ap¬ 
pears as if it had oozed through the unbroken 
surface of the mucous membrane. All of this is 
true, but it is entirely beside the point. The 
question is simply one of the means by which 
haemorrhage from the stomach, which is so exces¬ 
sive and so uncontrollable by ordinary measures 
that the patient is in danger of bleeding to death, 
can be stopped. No one of v course advocates 
gastrotomy where the loss of blood is manifestly 
due to some constitutional condition such as haemo¬ 
philia or septicaemia ; nor where it is apparently 
dependent upon some irremediable affection of 
other organs, such as splenic enlargement, or 
aneurysm of the aorta, or cirrhosis of the liver. 
But in ordinary cases, from which these disorders 
can be excluded, if the haemorrhage is so serious 
that it cannot be controlled, operation in time is 
but giving the patient the only chance that he has. 

Other reasons that are urged against gastrotomy 
in cases of haematemesis are the alleged difficulties 
of finding the bleeding point, and of dealing with 
it when it is found. The former I do not admit. 
An ulcer or an erosion may possibly be over¬ 
looked, but not when it is bleeding. I have 
already shown how the fact of being unable to 
find after death a point that has bled, especially in 
a patient who has just died because he has lost 
every drop of blood in his body, is no proof that 
it could not have been found during life. 

If the stomach is opened on its anterior wall, and 
the edges of the opening held apart by means of 
four Spencer Wells’ forceps, all the interior that lies 
near can be inspected with ease ; that which lies 
a little further off can be seen by bringing with 


the fingers portion after portion of the wall before 
the opening, and by introducing a full sized vaginal 
speculum into the stomach, the whole of the rest 
of the mucous surface can be examined with the 
greatest minuteness. The cardiac orifice can be 
seen with ease, unless the patient is very stout; 
and a sponge on a holder can be passed down 
inside the speculum through the pylorus, so that 
when it is withdrawn it inverts into the stomach 
the whole of the mucous lining of the sphincter. 
Nor is the difficulty of dealing with the bleeding 
point when it is found any more real. Even if 
there are six or seven of them, they can be under¬ 
pinned with fine silk sutures, or drawn up into a 
point and ligatured, or touched with the actual 
cautery or excised. As a matter of fact it would 
seem that in some instances mere exposure to the 
air is sufficient, for on several occasions on which 
some of the bleeding points have been secured, 
others have been left without the patients after¬ 
wards bringing up any more blood than would be 
accounted for by the incision in the wall of the 
stomach. 

I admit that no operation will prevent the patient 
from developing another crop of ulcers later on. 
It is not to be expected that it could. I have 
known recurrence follow both excision of an ulcer 
and gastro-jejunostomy. So long as the constitu¬ 
tional conditions which led to the development of 
the original ulcer continue at work other ulcers are 
likely to form, and these, of course, may bleed in 
their turn like the former. But this is not the 
fault of the operation, the object of which is to 
prevent the patient dying from haemorrhage at the 
time, or suffering in the future from the after-effects 
of severe loss of blood—an object which, I main¬ 
tain, it fulfils perfectly without exposing the patient 
to any excessive risk. 

The surgical treatment of chronic ulcer of the 
stomach rests upon an entirely different basis. 
Haemorrhage and threatened perforation are 
reasons for operating here as they are in the case 
of acute ulcers, and the former is even more 
cogent, for in cases of chronic ulcer, as you can 
see in the specimens before you, the source of the 
haemorrhage in a very large proportion of cases is 
an opening in the wall of an artery which can only 
be closed by surgical measures; but there are 
other reasons besides these quite as important. 
One is its inveterate persistence. Chronic gastric 
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ulcer may persist for years unhealed, causing pain 
and vomiting the whole time, and exposing the 
patient every minute of his life to the risk of per¬ 
foration, haemorrhage, perigastric abscess, and 
peritonitis. Another is the effect produced by the 
cicatricial tissue supposing the ulcer does heal, and 
the extraordinary power of contraction possessed 
by the scar. Sometimes it forms a mass almost as 
large as a Tangerine orange, so that it is doubtful 
whether there is not a malignant growth. Some¬ 
times it causes a stricture at the pylorus or at the 
cardiac orifice, or it leads to hour-glass contraction 
or some other distortion of the stomach. Some¬ 
times, again, it forms adhesions to the liver, pan¬ 
creas, or other surrounding structures, and ties the 
stomach down in such a way that every movement 
drags upon parietal peritoneum and causes pain. 
I have known almost the whole surface of the 
stomach adherent in this way. It is no exaggera¬ 
tion to say that the effects produced by the spon¬ 
taneous healing of a chronic ulcer that has been 
allowed to persist for years are often even more 
j serious than those which it caused while it was still 
/ spreading. Finally, there is a third reason, more im¬ 
portant still. It is the certainty—for it may be taken 
as proved—that chronic ulcer of the stomach is a 
strongly predisposing cause of cancer. I have no 
hesitation in saying that every case of chronic 
ulcer of the stomach, in which pain and vomiting 
persist in spite of one thorough trial of the ordi¬ 
nary measures, should be operated upon without 
further delay before the ulcer has reached such 
dimensions or led to such consequences as to 
render cure impossible. There is a typical series 
of specimens in front of you, excellent examples 
of the effects of continuing to treat chronic ulcer 
of the stomach by dieting and drugs. 

As you can see from these specimens, chronic 
ulcer of the stomach is very often multiple, and is 
^ especially likely to occur at the pylorus or at the 
cardiac end of the lesser curvature. Why gastric 
ulcers should be so prone to develop in this part, 
or why when they have developed they should be 
so prone to become chronic, I cannot say. The 
lesser curvature is the most fixed part of the 
stomach and that to which most of the lymphatics 
converge, and in which the largest secreting glands 
are found, but none of these facts furnishes an ex¬ 
planation. The cause must be a local one, and 
yet the wound left if an ulcer is excised heals 


without difficulty. I have never found any granu¬ 
lations on the base of a chronic ulcer. Why they 
should form so rarely I am unable to say, but I 
am inclined to attach considerable importance to 
their absence. From the appearance presented by 
the scars of those that do get* well it would seem 
that healing takes place chiefly, if not entirely, by 
contraction at the base. Induration of course 
i prevents this, and the longer the ulcer lasts the 
| widei; the induration extends and the smaller the 
! chance of healing becomes. 

The diagnosis of chronic gastric ulcer is, I admit, 
sometimes difficult. It always must be where 
diagnosis rests almost altogether upon the history 
the patient gives, and the severity of the pain and 
vomiting. Hysteria can imitate gastric ulcer very 
closely. The symptoms bf severe gastritis may be 
almost the same ; and in the early stage of car¬ 
cinoma it may be impossible to say whether the 
pain and vomiting are due to simple or malignant 
ulceration, especially as it is by no means unusual 
for one to develop at the site of the other. But, 
with the exception of the first of these, the mistake 
scarcely deserves the name. Chronic gastritis 
which is so severe as to be mistaken for chronic 
gastric ulcer is best treated in the same way; and 
early operation is the only hope in carcinoma. A 
case in which I operated recently for persistent 
severe pain illustrates this difficulty exceedingly 
well. The patient was a young lady who gave me 
a typical history, not merely of chronic gastric 
I ulcer, but of its having perforated about a twelve- 
i month before. She had been seized suddenly with 
such intense pain that she became collapsed. Her 
abdomen became swollen and exceedingly tender. 
She was sick for days. The bowels were confined, 
and she was kept in bed for eleven weeks. All 
this was confirmed by her medical attendant. But 
when I opened the abdomen and examined the 
stomach there was no trace of an ulcer or of a scar 
in the stomach or the first part of the duodenum ; 
nor was anywhere an adhesion or a sign of old 
peritonitis. The case is one of unusual interest, 
as it has been cited as an instance of recovery after 
perforation without operation, under medical treat¬ 
ment. What had happened I do not know, but 
certainly perforation had never occurred. 

Every case of chronic ulcer of the stomach should 
be given first one good chance of healing under 
the ordinary treatment. If this fails, or if, as is 
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usually the case, all the symptoms return as soon 
as the patient begins to get about again and goes 
to work, it should be recognised that early operation 
is not only the best, but in many instances the 
only hope of obtaining a real and permanent cure. 

The ideal method of treatment is excision, 
bringing the edges of the wound together by means 
of sutures, so as to secure union by the first in¬ 
tention. By this the ulcer is cleared away once 
for all, and the patient cured. Ligature, when the 
ulcer is in a difficult position, so that it cannot 
easily be reached after the stomach has been 
opened, answers almost as well. The mucous 
membrane on which the ulcer lies is drawn up into 
a point and a ligature tied as tightly as possible 
around the base of the cone. If the whole thick¬ 
ness of the stomach wall is included in the ligature j 
it is advisable to place a few Lembert’s sutures on 
the serous surface. I have done this on three 
occasions with an excellent result. In several 
other instances in which, thanks to my colleagues 
at the London Hospital, and especially Dr. F. J. 
Smith, I have been fortunate enough to find the 
ulcer while it was still confined to the mucous and ; 
submucous layers, I have been able to apply a 
ligature without interfering with the seromuscular 
coat at all. No patient, I am glad to say, upon 
whom I have operated while the ulcer was in this 
stage, has died. They have all, so far as I have 
been able to trace them, been completely relieved 
from the symptoms from which they suffered before 
the operation. Unfortunately, this method is not 
suited for ulcers situated at the pylorus, and it can 
1 very seldom be adopted when they are multiple or 
, when the lesser curvature is involved, owing to the 
- amount of the wall of the stomach that is necessarily 
sacrificed. 

* . 1 

It is very seldom, however, that this course is 

advised. Public opinion does not yet appear to be 
ripe for it. The remarkable success that attends 
opei^ttions upon the stomach is not as yet fully 
appreciated. Nearly always it is recommended 
that the ulcer should be given another chance of 
healing by itself, without an operation, and then 
another and another, in spite of the acknowledged 
fact that each time the probability of its getting 
well is distinctly smaller than it was before. Then, 
at last, when the ulcer has attained colossal 
dimensions, or the stomach is hopelessly distorted, 
or is firmly adherent to the liver or the pancreas, 


and the patient’s strength is worn out by constant 
pain and prolonged starvation, it is realised that 
things cannot go on much longer as they are, that 
the treatment has failed, and more than failed, for 
the condition of the ulcer and of the patient has 
been steadily getting worse the whole time, and 
that something else must be done. 

Unfortunately by the time this stage is reached 
such a thing as cure by excision or ligature is seldom 
possible. The scar-tissue that surrounds an old 
chronic ulcer spreads very much more widely than 
is apparent at first sight, and particularly in the 
case of the lesser curvature, where these ulcers are 
most common, the amount that can be removed is 
very limited. I have met with several instances 
in which the lesser curvature was practically non¬ 
existent and the pylorus lay side by side with the 
cardiac opening. In such cases all that can be 
done is to try and relieve the symptoms by per¬ 
forming gastro-jejunostomy, and to prevent re¬ 
currence of the pain by freeing the stomach as far 
as possible from the adhesions which tie it down. 
Cure is out of the question. 

The particular form of gastro-jejunostomy which 
I always prefer, whenever the condition of the 
stomach will allow it, is the posterior retro-colic 
one, with, in addition, a lateral anastomosis 
between the contiguous sides of the jejunal loop. 
Since I have adopted this, I have never had a 
suspicion of such a thing as a vicious circle, and it 
is impossible to see how such a thing could occur. 
Gastro-jejunostomy of any kind is not an ideal 
operation, but it is the best that can be done in 
such conditions, and it is certainly the best thing 
for the patient. It does not remove the ulcer or 
the scar; but if the opening is large enough, and is 
well placed, it gives the stomach as much rest as it 
can get, so that the ulcer, if it is still open, has a 
fair chance of healing, and if there are many 
adhesions the stomach does not drag much upon 
them. Gastro-jejunostomy, however, cannot stop 
the bleeding from a chronic ulcer any more than 
it can stop the outbreak of successive crops of 
acute ulcers. It cannot cause the absorption of 
cicatricial tissue, though in several instances under 
my care, tumours composed in all probability of 
masses of recent inflammatory products have 
diminished materially in size, and in one or two 
have disappeared altogether. It cannot restore the 
stomach to its shape, if it is much distorted, or 


Digitized by L^OOQle 




88 The Clinical Journal. ] 


DR. SAVILL. 


[ May 25,1904. 


prevent dragging upon adhesions when the stomach 
contracts. A certain amount of pain therefore 
persists in many cases, and more or less dyspepsia 
is not uncommon ; but in the vast majority (and I 
have performed this operation for chronic gastric 
ulcer upwards of fifty times) there can be no 
question as to the relief that is experienced by the 
patient, or the subsequent gain in weight and 
strength. 

Gastrojejunostomy, therefore, in these con¬ 
ditions, is an excellent operation, but it would be 
much more excellent if such conditions were never 
allowed to occur, and chronic gastric ulcers, which 
have resisted one thorough course of ordinary 
treatment, were excised while it was still possible 
to effect a permanent cure, instead of waiting until 
all that can be done is to give some measure of 
relief. 


CLINICAL LECTURES 

ON 

THE PATHOLOGY OF HYSTERIA. 

By THOMAS D. SAVILL, M.D.Lond. 

Physician to the West-End Hospital for Diseases of the 
Nervous System ; and Physician to St. John’s Hospital 
for Diseases of the Skin. 


Lecture I. 

GENERAL CONSIDERATIONS : 

Group A.—HYSTERICAL CEREBRAL 
ATTACKS. 

Gentlemen, —We have already considered the 
pathology of some of the commonest forms of 
hysterical attack,* and to-day I propose to com¬ 
mence a more systematic study of the pathology of 
all hysterical disorders. These affections cannot 
be investigated by anatomical or experimental 
methods, for the patients rarely or never die, and 
the disease has not yet been reproduced in animals. 
We must, therefore, have recourse to inductive 
reasoning based upon clinically observed data. I 
will not now enter into a discussion on the merits 
of this method of inquiry, but I may remind you 
that Newton’s discoveries relative to the move¬ 
ments of the planetary system and Kepler’s laws, 

* ‘ Lancet,’June ist, 1901. 


than which no more certain knowledge exists, 
resulted from the employment of an exactly similar 
method.* 

The remarkable frequency of hysterical affec¬ 
tions has been recognised throughout the history 
of medicine. Dr. Sydenham, writing in 1670,! 
states : “Of all chronic diseases, hysteria, unless I 
err, is the commonest. ... As to females, if we 
except those who lead a hard and hardy life, there 
is rarely one who is wholly free from them ; and 
females, be it remembered, form one half of the 
adults of the world.” Everyone, therefore, is pro¬ 
bably more or less familiar with this common 
affection ; although its pathology does not advance. 

I will, however, give you the definition of 
my respected teacher, the late Dr. J. S. Bris- 
towe ,X who says : “ Hysteria represents an unstable 
condition of the nervous functions, arising inde¬ 
pendently of organic changes in the nervous 
system, in which, at one time or another, one or 
other part, or several parts, of the nervous organism 
may be temporarily affected in various ways; but 
in regard to which, partly from the conditions 
under which the symptoms of the disease arise, 
partly from the emotional state which is generally 
present, and partly from peculiarities in the sym¬ 
ptoms themselves, in their mutual relations and in 
their course, there is, as a general rule, little diffi¬ 
culty in diagnosis.” Every one will admit that the 
instability of the nervous system is fundamental 
and essential in hysteria, and that there is no gross 
or organic lesion in the sense of sclerosis, degene¬ 
ration, or tumour. But that there must be a 
lesion of some kind, even if it is only of a vas¬ 
cular, nutritional, chemical, or (if the term be 
allowed) dynamic kind, cannot, I think, be dis¬ 
puted. And it will be my object in these lectures to 
discover the nature of this change, so that modern 
therapeutic measures may be appropriately em¬ 
ployed. 

As regards the diagnosis of hysterical affections, 
this is, as Dr. Bristowe says, in general easy, but a 

* ' Fowler’s Inductive Logic,’ The Clarendon Press, 
Oxford, 3rd edition, 1876, p. no et seq. 

f ‘The Works of Thomas Sydenham, M.D.,' translated 
by R. G. Latham, M.D. Published by the Sydenham 
Society: London, 1850, vol. ii, p. 85. 

i “ The Cavendish Lecture on Hysteria,” ‘ Clinical 
Lectures and Essays on Diseases of the Nervous System,’ 
Dr. J. S. Bristowe. Smith Elder & Co., 1S88, p. 2. 
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Table of Diagnosis . 


Neurasthenia. 


Sex Both sexes almost equally 
Age | Any age may be affected 


Causes com- Produced by overwork, dys- 
pared | pepsia, and other causes of 
malnutrition, or defective meta- 
| bolism : occasionally by shock 


Onset and Starts gradually and runs a fairly 
course even course 


Mental sym- Mental exhaustion and inability 
ptoms to think, study, or do work ; 

I memory deficient; intellect 
I clouded for business; always 
I tired ; temper irritable ; depres¬ 
sion rather than sadness; not 
! equal to the exertion of amuse- 
, ment 


General sym- Occasional attacks of vague 
ptoms , sensations about the head ; con¬ 
vulsions never; gastro-intestinal 
I trouble of some kind in 91 per 
I cent. 


Hysteria. 


Hypochondriasis. 


Female sex almost exclusively 

Definite manifestations of some 
kind appear for the first time prac¬ 
tically Always before 25, generally ! 
between 15 and 20 j 

Subjects of the hysterical diathesis | 
are liable to hysterical attacks or 
symptoms throughout life. The , 
determining cause of active hys- | 
terical manifestations practically I 
always an emotional upset or J 
shock 

Onset sudden, generally with an 
attack of some kind ; all pheno¬ 
mena (healthy or morbid) vary J 
from hour to hour, day to day, 
and paroxysmal exacerbations are 
frequent 

Wayward, careless, thoughtless, 
impulsive, and emotional ; fond 
of gaiety and amusement; usually j 
joyous, but laughter and tears 
alternate with great rapidity; 
memory and intellect sometimes 
brilliant, rarely deficient; if sad 
it is transiei 4 (excepting in the J 
male) | 


Seizures of different kinds very 
frequent; always flash very readily; 
attacks of globus and syncope 
frequent: convulsive attacks in 
nearly half the cases 


Males chiefly affected. 

Rare under 30; predisposition 
from 30 to 50. 


Solitary, sedentary life; pro¬ 
longed gastro-intestinal troubles. 


Starts gradually, and runs an 
even and intractable course of 
indefinite duration. 


Introspective habit: close study 
of medical books; observing 
accessible organs and secre¬ 
tions ; habitual sadness; no 
taste for amusement; patient 
tries an endless succession of 
remedies and doctors; always 
striving fora cure (which distin¬ 
guishes hypochondriasis from 
the hopeless and suicidal ten¬ 
dencies of melancholia). 

No seizures of any kind. 


Termination 


Easily tired; easily startled ; state 
of debility and exhaustion; 
headaches frequent; restless¬ 
ness; sleeplessness; long-drawn 
sighs 

Hemianaesthesia rare; hyper- 
jesthesia and dysaesthesia fairly 
common ; sometimes pains in 
the limbs; reflexes may be in¬ 
creased or normal 


May last a long time, but by 
appropriate measures is gradu¬ 
ally and for the most part 

CURABLE * 


Between the attacks no symptoms 
may be present, but various motor, 
sensory, and neuro-vascular sym¬ 
ptoms may arise. 

Anaesthesia common 1 though often 
undiscovered); tenderness in the 
“ ovarian region,” round the 
mammae, or in other positions; 
reflexes generally increased; bor- 
borygmi, and other spasms of the 
involuntary muscles are frequent 

The active manifestations usually 
disappear as suddenly and un¬ 
expectedly as they came on ; very 
apt to recur, and therefore only 

SEIVJI-CUR^BLE 


The digestion is often deranged; 
numerous subjective or fancied 
symptoms referable to the ab¬ 
dominal viscera, vascular or 
respiratory system, or the head. 

Small and insignificant sym¬ 
ptoms, or even normal sensa¬ 
tions are endowed with great 
and perhaps lethal significance. 


Once started hypochondriasis is 
impossible to eradicate; slowly 
progressive and usually 

INCURABLE. 


* Some deny this, but it is suggested that such cases are not true neurasthenia ; hysteria in the male, for in¬ 
stance, is very intractable. See also ‘ Clinical Lectures on Neurasthenia.’ H. J. Glaisher & Co., London, 1902. 
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considerable number of cases offer some of the 
most difficult diagnostic problems in the whole 
range of medicine. From time to time we have 
discussed the diagnosis from sclerosis and other 
gross lesions, but the diagnosis from neurasthenia, 
another functional disease of the nervous system, 
merits brief consideration, and is here presented 
in the form of a table. Please remember that 
Neurasthenia is not a new name for Hysteria. 
They are distinct clinical conditions, though some¬ 
times overlapping. The essential differences, to 
my mind, consist of the facts, first, that hysteria is 
congenital and recurrent—once hysterical always 
liable to hysterical symptoms—in other words, 
there is a congenital instability of the nervous 
system ; and secondly, that hysteria is paroxysmal, 
and very often takes the form of seizures, whereas 
typical neurasthenia is more or less even and pro¬ 
gressive towards chronic invalidism, or, as I 
believe, if properly treated, complete recovery.* 
The name hysteria is unfortunate, not only because 
it tends to perpetuate an old and long-ago ex¬ 
ploded theory of its origin in the uterus, but more 
especially because in the present day the name 
conveys an unjust opprobrium both to the lay and 
sometimes to the professional mind. I have on 
several occasions during the past ten yearst drawn 
your attention to the resemblances between the 
symptoms of hysteria and those of known vaso¬ 
motor disorders, and expressed the conviction that 
the essential lesion in hysteria is situated in the 
sympathetic system and particularly in the reflex 
centres of the neuro-vascular system. It might 
therefore be convenient to employ the term angio- 
neurosis when you wish to avoid the term hysteria, 
and to regard angio-neurotic as synonymous with 
the adjective hysterical. 

The method to which I have just referred by 
which Kepler’s laws were deduced consists of five 
steps—(i) to collect observations, (2) to classify 
the data so collected, (3) to state a legitimate 
hypothesis, (4) to ascertain if this hypothesis be 
adequate, and (5) to eliminate other hypotheses. 
This is the only method open to us in the present 
circumstances. (1) The difficulties of such an 


* * Clinical Lectures on Neurasthenia’ : H. J. Glaisher 
& Co., London, 1902. 

t E. g. in a lecture delivered in 1898, which was pub¬ 
lished in ‘The Lancet,’July 20th, 1900, p. 119. 


investigation ‘ as that which I now propose are 
great, especially in regard to the first two steps. 
As Dr. Sydenham ( loc . cit.) so aptly expresses it, 
“the frequency of hysteria is no less remarkable 
than the multiformity of the shapes it puts on. 
Few of the maladies of miserable mortality are 
not imitated by it. Whatever part of the body it 
attacks, it will create the proper symptoms of that 
part. Hence, without skill and sagacity the phy¬ 
sician will be deceived; so as to refer the sym¬ 
ptoms to some essential disease of the part in 
question, and not to the effects of hysteria.” The 
difficulty of accurately observing, and of classifying 
such heterogeneous data, are certainly very great. 
On the other hand the clinical material which 
chance has placed at my disposal has been very 
ample, in infirmary, private, and hospital work, 
both in England and France, especially under the 
late Professor J. M. Charcot. The value of in¬ 
firmary experience may be especially emphasised, 
for here the patients were under daily and hourly 
observation, and I was therefore much less de¬ 
pendent than is usual on the patients’ own account 
of their attacks and symptoms. The records of 
upwards of 500 cases, chiefly from infirmary prac¬ 
tice, have thus formed the principal basis for this 
inquiry. Many other cases have been observed, 
and some of these we shall study together as far as 
time permits. 

(2) The only rational basis of classification for 
such diverse manifestations as those of hysteria is 
an anatomical one. All the disorders or symptoms 
of hysterical origin with which I am acquainted 
may on this basis be classified into five groups : 

Group A.—Hysterical cerebral attacks and other 
cerebral symptoms. 

Group B.—Hysterical skin symptoms and erup¬ 
tions.* 

Group C.—Hysterical motor disorders. 

Group D.—Hysterical sensory and painful sym¬ 
ptoms. 

Group E.—Hysterical visceral attacks and sym 
ptoms. 

(3) To state a pathological hypothesis which will 
apply in common to all of these groups is not pos¬ 
sible, and it will be necessary to examine each of 
them separately. In each group we shall first 


* The lecture on this group appeared in ' The Lancet,' 
! January 30th, 1904, p. 273. 
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enumerate the different symptoms it contains, then 
consider the clinical features they present in 
common so as to determine what general laws 
obtain, and finally (4 and 5) test the truth of such 
laws by applying them to as many cases as pos¬ 
sible, and ascertain in other ways if the hypothesis 
is adequate. 

Group A.—Hysterical Cerebral Attacks, i 

The symptoms or disorders comprised in this 
group are the most frequent of all hysterical sym¬ 
ptoms. They may for convenience be arranged ; 
into two unequal sub-groups: (a) those w'hich ; 
are transient and stormlike, /. e. fits or seizures j 
(much the largest sub-group); and (b) mental and f 
other defects which are of a more enduring cha- i 
racter. This, however, is a somewhat artificial j 
division, for they are all cerebral, and accom¬ 
panied by some disturbances of consciousness. j 
The numbers in brackets in the list below indi¬ 
cate approximately their relative frequency among 
500 patients, it being remembered that any one 
patient might be affected with several different 
forms of attack ; the numbers are based on the 
leading characters of the attack, but the attacks 
were more often of a mixed type than not. 

Sub-group (a)—Stormlike or transient cerebral 
symptoms .—Attacks of a syncopal or vertiginous j 
type (360 or more); attacks of what are commonly ] 
called “ hysterics,” i. e. crying and laughing (which 
have not been enumerated because of their ex¬ 
treme frequency in all hysterical cases); attacks of 
generalised rigidity or trepidation (173); hysterical 
convulsions and hystero-epilepsy (154)*; attacks j 
of collapse, or prostration (54); attacks of those 
vague, indescribable, but extremely disagreeable 
sensations which the patient refers to by such , 
phrases as “rushes to the head,”f “bursting 

* I am sometimes asked if cases of hystero-epilepsy j 
such as those described by M. Paul Richer in France 
(‘ Etudes cliniques sur la Grande yysterie,’ Paris, 1885) ! 
ever occur in England. They are occasionally met with, | 
and illustrate the disastrous effects produced on the brain 
by some hysterical lesions. One of my patients, «et. 29, 
usually the most docile and amiable of women, used to 
have convulsive fits of this kind in series, of a most violent 
and purposive character, lasting many hours. For one or 
two days after these attacks she would be maniacally 
destructive, and on one occasion she rushed to the mantel¬ 
shelf and swept all the things on it through the window. 
In the intervals she would recover completely. 

t E. g. a case recorded in * The Lancet,’ June 1st, 1901. 


attacks,” “giddy attacks,” “throbbings in the head,” 
and “numb attacks,” are constantly met with in 
hysterical subjects w f ith or without other hysterical 
symptoms, and in my view they should be included 
under hysteria; their neuro-vascular origin is often 
very marked. The last named variety (numb 
attacks) will be described under Group B, dermal 
attacks and symptoms.* 

Sub-group (b)—Cerebral symptoms which are apt 
to be more enduring .—Catalepsy (13); ecstasy (2); 
hysterical delirium (11); hysterical sleep, lethargy, 
trance, or somnambulism (9); loss of memory 
(partial or complete forms), dual consciousness, and 
other derangements of intellect (45). 

Manifold as the attacks in these two sub-groups 
are the salient fact about them is that there is in 
every one of them some disturbance, interruption, 
or alteration of consciousness, or some other indi¬ 
cation of disturbance of the cerebral circulation. 
One hesitates to commit oneself to a general pro¬ 
position, but I do so unhesitatingly in this instance. 
It is important because it brings them all into one 
pathological as well as one clinical group. 

Sub-group (a ).—The cerebral attacks or seizures 
in this group are pathologically the most important 
of all hysterical symptoms, partly by reason of their 
frequency, for they occurred in one form or another 
at some time in the life history of all my hysterical 
cases, and partly because they so very often usher in 
many other and more enduring hysterical disorders. 
Briquet,t as far as can be gathered, regarded 
convulsive seizures (probably including trepidation) 
as the most frequent of them, but in my experience 
hysterical attacks of what I have described as a 
syncopal type,J are undoubtedly the commonest. 

Some misunderstanding appears to have arisen 
about my use of this term. The following is an 
hysterical attack of a syncopal type which occurred 
under my own observation a few days ago in 
Jessie P—, set. 27. After a long railway journey 
and worrying herself about some trifle, her face 
became suddenly very pale, and she complained of 
“numbness starting in the left hand,” and “a 
choking sensation in the throat.” While trying to 
get on the sofa she fell, her limbs became rigid for 


* See “ Lecture on Hysterical Skin Symptoms,” * The 
Lancet,’ January 30th, 1904, p.273. 

f ‘Traitd Clinique et Th^rapeutique de l’Hyst^rie,’ par 
le Docteur Paul Briquet. Paris: Bailliere et Fils, 1859. 

J 4 The Lancet,’ July 20th, 1901, p. 119. 
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one or two minutes, and she became partially 
unconscious. The pulse at the wrist was rapid and 
feeble, the respirations sighing. A few minutes 
later the colour returned to her face and limbs, 
and the patient rapidly and completely recovered, 
excepting that she felt inclined to sleep. She tells 
us spontaneously that she passes “ several pints ” 
of pale urine after these and her other attacks. 
She has had many different kinds of attack, and it 
was after one of the slighter kinds that the somno¬ 
lence ensued which was followed by the alexia and 
agraphia we studied together on a former occasion.* 
I quite admit that the diagnosis of “hysterical 
syncopal attacks ” from ordinary cardiac syncope 
and from petit mat is sometimes difficult, even to a 
medical man who lives in the same building with 
the patient and sees the attacks himself. The 
same difficulty presents itself in the syncopal or 
epileptiform seizures which occur in old people, 
and which, without doubt, are due to circulatory 
disturbance. It is unnecessary to go into the ques¬ 
tion of diagnosis any further, but the resemblance 
to these four clinical conditions will probably 
suggest to your minds, as it does to mine, a 
resemblance also in their pathology. 

The variety of hysterical cerebral attacks is end¬ 
less. Sometimes there is only confusion of thought, 
or a dazed condition, sometimes there is loss of 
speech, sometimes the speech is excessive and 
they talk nonsense, sometimes the patient appears 
to be in a half-waking dream, or screams, or there 
may be actual delirium or trance ; and nearly all 
attacks are followed by drowsiness. In other cases 
motor or sensory symptoms predominate in the 
attack, such as falling down, prostration, convul¬ 
sions, trepidation, catalepsy, rigidity, numbness, 
hypenesthesia, blindness, deafness, etc. But how¬ 
ever much these attacks may seem to vary, they 
always bear the imprint of their cerebral origin; 
and an examination of my records shows that they 
present the following six features in common, 
namely, they are practically confined to the female 
sex, are associated with evidences of an inherent 
predisposition in the individual (the hysterical 
diathesis), are determined by emotion, and, as far 
as my observation go, they are preceded by initial 
pallor of the surface, and very often by an epigas¬ 
tric aura, and are followed by hyper-secretion of 
urine—features to which I have already in a 


* Clinical Journal, September 7th, 1898. 


previous lecture directed your attention as pointing 
to their neuro-vascular origin. They are moreover 
of very sudden onset, like all vascular lesions, and 
they disappear like a storm, though they may leave 
behind them various other symptoms which we 
shall have to consider later on. 

Skin phenomena of some kind can always be 
observed in association with hysterical cerebral 
attacks when the opportunity of observing them 
from the onset is accorded to us, as for instance 
in infirmary work. In all the patients, some 
thirty-three or more in number, whom I was able 
to observe closely from the very beginning of an 
attack, the surface of the skin at the onset of the 
attack was definitely pale. This pallor was sooner 
or later, in most cases, followed by slight redness, 
and this again might be succeeded by normal 
colour, and this in some cases again by pallor, 
the stages of red and white alternating with each 
other, but with an extremely variable duration. 
The initial pallor might be so brief as almost to 
elude the closest observation, but it was more 
constant and usually lasted longer than the 
reactionary redness. Another feature which in¬ 
terested me greatly was, that although both skin 
and cerebral symptoms were observed in most of 
the attacks, their proportion to one another varied 
considerably. In some, the skin symptoms were 
very slight, and the cerebral very marked ; whereas 
at another time even in the same patient we had 
an attack simply consisting of paroxysmal changes 
of colour in the skin; and between these two 
there was every degree and combination possible. 

Let us turn now to the pathological explanation 
of hysterical cerebral attacks. In a previous 
lecture* we were considering the pathology of 
“ hysterical syncope ” and the conclusions then 
arrived at were as follows : (1) that, as part of the 
general instability of the nervous system in 
hysterical subjects, there exists an abnormal 
excitability of the reflex vaso-motor centres, and 
especially the reflex vaso-motor centres in the 
solar plexus ; (2) that hysterical syncope and other 
similar attacks are due to sudden vascular changes 
in the brain consequent on a sudden paroxysmal 
dilatation of the splanchnic vascular area. This 
latter, in addition to the cerebral amemia, produces 


* “ Clinical Lecture on the Pathology of Hysterical 
Attacks,” ‘The Lancet,’ July 20th, 1901, p. 119. 
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more or less pallor of the skin, and the passage of j Fig. 1) which passes close beside the solar plexus, 
a large quantity of watery urine. Figures 1 and 2 when pressure on the ovarian region produces an 
will make this clear. (3) That this splanchnic attack ; and thirdly, it may be occasionally initiated 
vaso-motor centre in the solar plexus may be acted through other centripetal nerves, when other 
on and a hysterical seizure produced in several hysterogenic zones are present (Fig. 3), or, through 
ways : first, the initial stimulus may be started as the nerves of the intestine, when flatulent disten- 
in the great majority of instances, from the brain, sion of the intestine is in operation. I showed you 

Fig. i. 


P 

G 

L 


Figs, i and 2. —Diagrammatic representation of the pathology of hysterical cerebral attacks (splanchnic 
storms). Fig. 1 indicates the normal balance of blood in the splanchnic vascular area, the brain, and the 
skin. Fig. 2 indicates a state of dilatation of the splanchnic area, associated with ischaemia of the brain 
and pallor of the skin, when there is also hypersecretion of urine due to splanchnic congestion, s. repre¬ 
sents the solar plexus, containing the reflex vaso-motor centres of the abdominal sympathetic, governing 
the splanchnic vascular area, and consisting of two large ganglionic masses, the semi-lunar ganglia. The 
right ganglion is considerably larger and receives the termination (a fact not generally known) of the right 
pneumogastric nerve (p). Anatomically the solar plexus is also connected with the greater (g) and lesser 
(l) splanchnic nerves, and communicates with the spinal roots, including the first lumbar nerve, from which 
the ilio-hypogastric and ilio-inguinal nerves spring; all of these may constitute afferent tracts to the solar 
plexus, o. is placed over the ovarian or inguinal region, which contains the peripheral filaments of the 
ilio-hypogastric and ilio-inguinal nerves (which are centripetal nerves). The great splanchnic nerve is 
formed by branches from the sixth to the tenth thoracic sympathetic ganglia, and it possibly also receives 
filaments from all above the sixth. The lesser splanchnic nerve is derived from the tenth and eleventh 
ganglia and the cord between them, and terminates partly in the solar and partly in the coelic plexuses. 

The solar plexus supplies branches to the phrenic, coeliac, gastric, hepatic, splenic, renal, suprarenal, supe¬ 
rior mesenteric, inferior mesenteric, spermatic, and ovarian plexuses, which are distributed upon the same- 
named arteries. The reflex vaso-motor centres in the solar plexus may therefore be affected by afferent 
stimuli—(a) from the brain, through the vagus or the spinal cord and the rami communicantes ; or (b) from 
the inguinal region along the ilio-hypogastric or ilio-inguinal nerves; or ( c ) from several other possible 
sources. 

some emotional upset or shock being the cause; | cases exemplifying these different methods of 
secondly, it may be initiated artificially in some i initiation. 

cases through the ilio-hypogastric nerve (O, S, 1 The main seat, therefore, of the mischief in these 
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cases is in the abdominal sympathetic. You know 
how sensitive the solar plexus is normally. You 
can stop the circulation in a frog by touching it 
with a scalpel, and a severe blow on the abdomen 
will kill a healthy man quite as surely as a blow 
on the head. Indeed the solar plexus might be 
regarded as the brain of the abdomen, and of the 
sympathetic system generally. Well, gentlemen, 
in hysterical subjects the solar plexus is sensitive to 
influences which do not affect other people, emo¬ 
tional influences which come from the brain 
(emotional instability being also part of the hysteri¬ 
cal diathesis), or centripetal influences acting 




Fig. 3.—A case in which nineteen hysterogenic 
zones existed, pressure upon or irritation of any 
of which would produce an hysterical attack. 
(Published in the ‘ Iconographie photographique 
de la Salp£trifcre/ by MM. Bourneville et Reg- 
nard, t. iii, p. 48.) 

through the ilio-hypogastric or some other centri¬ 
petal nerve. It has been shown experimentally 
(by Dr. Leonard Hill * for instance) that the cere¬ 
bral circulation is controlled mainly, if not entirely, 
by the splanchnic vascular area. In the light of 
this and other physiological data we reviewed, on 
the occasion I have referred to, the clinical features 
of hysteria, hysterical syncopal attacks, the hysteri¬ 
cal diathesis, and the causes of hysteria, and I need 
not trouble you with the data and arguments 
again. 

Now, gentlemen, all the features of the large 

* ‘ The Physiology and Pathology of the Cerebral 
Circulation,’ by Leonard Hill. London: Churchill, 1896. 


sub-group we are now considering admit of the 
same pathological explanation. In all the attacks 
in this sub-group, manifold as they may seem in 
many respects, there is at the onset some transient 
interruption or derangement of consciousness as 
well as other evidence of disturbance of the cere¬ 
bral circulation. The reason why such various 
effects are produced by the same pathological pro¬ 
cess will be considered directly. I will only ask 
you now to remember that, as Kussmaul * and 
others have shown, both syncope and convulsions 
may be produced by cortical anaemia, and that we 
evidently have to deal with a cerebral vascular 
storm, or rather a “ splanchnic storm,” which may 
vary considerably in its duration, its severity, in the 
locality chiefly involved, and in its after-effects. 

Sub-group b (Catalepsy, ecstasy, delirium, sleep, 
lethargy, trance, amnesia, and other intellectual 
derangements) comprises hysterical symptoms 
which are also evidently of cerebral origin, only 
they generally last longer than the storm-like 
symptoms in sub-group a> and consist largely of 
mental symptoms. They present a wide variation 
amongst themselves, both in kind and in degree. 
Nevertheless, an examination of my records and 
those of others shows that they seem to obey the 
same general laws, and that they possess in common 
with the preceding sub-group the following clinical 
features in common, viz. they occur almost entirely 
in the female sex; are associated with evidences of 
an inherent predisposition in the individual (the 
hysterical diathesis); are determined by emotion; 
are of sudden onset (like vascular lesions); run an 
oscillatory course; and are apt to disappear as 
suddenly as they came. As regards the pathology 
of these symptoms, the features I have just named 
point undoubtedly to their neuro vascular origin. 
Careful inquiry or observation will reveal that in 
point of fact their onset is marked by one or other 
of the various forms of attack which we considered 
in sub-group a , sometimes very marked, but some¬ 
times so slight as to escape notice. In short, we 
are dealing here with the sequel of a cerebro¬ 
vascular storm, the mechanism of which I have 
just laid before you. Now, a sudden and often 
violent deprival of the brain of its blood, that is, 
its nourishment, is bound to damage so delicate a 
structure in greater or less degree, and is eminently 


* “ Kussmaul on Convulsions/* ‘ New Sydenham 
Society’s Publications.’ 
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likely to paralyse or cause defect in the higher (the 
later developed) functions, or parts otherwise pre¬ 
disposed and specially unstable. If, on the other 
hand, there be cerebral congestion, accompanied 
perhaps by exudation, there will also be damage of 
a more irritative kind. 

Let us now review a little more closely the 
pathology of the whole of group A, which, we have 
seen, consists, in its essence, of a vascular storm (a 
splanchnic storm) affecting the cerebral hemi¬ 
spheres occurring in a person with an unstable 
nervous system and hyper-sensitive reflex vaso¬ 
motor centres. The chief clinical feature which 
strikes one is the wide variation met with among 
symptoms which are produced by one kind of 
lesion—variations in the course they run, in their 
severity and duration, and in the very nature of 
these symptoms. The causes of these variations 
must now be considered. 1. Nothing is more 
characteristic of hysterical symptoms than this 
variability in the course they run , and this is particu¬ 
larly true of hysterical cerebral symptoms. You 
can never tell what course any symptom is going 
to take in a given patient, even if she has had the 
same one before. In an epileptic patient each 
attack is almost a replica of a former one. But 
among all the attacks and symptoms now under 
consideration no two are exactly alike, even in the 
same individual. One kind of attack may pass 
into another; trepidation, for instance, may be 
succeeded by delirium on one occasion and vice 
versd on another. One day the patient may be 
completely collapsed or cataleptic, the next she 
may be doing brilliant mental work, and on the 
third she may have a convulsive attack followed by 
amnesia. These variations in course are, no 
doubt, to some extent the expression of the state 
of nutrition of the brain at any particular time, 
which depends partly upon the state of the nutrition 
of the body generally, but it also depends in a 
much larger measure (larger than we have hitherto 
believed as Dr. Leonard Hill has shown) on the 
splanchnic vaso-motor regulator centres, which are 
so unstable in these persons. This kind of vari¬ 
ability, variability in the course which the symptoms 
run, is, without doubt, an expression of the oscilla¬ 
tions and instability of the splanchnic area, and 
the relative duration of the consequent anaemia 
and congestion of the brain respectively. 

2. The variation in severity or duration of any 


particular symptom depends largely on the sudden¬ 
ness, severity, and duration of the vascular change, 
as well as on its duration and after-effects. Most 
of the symptoms in the group we are considering 
are more or less transitory; in a large majority the 
patient recovers completely in a few minutes, or 
goes to sleep. But undoubtedly in some cases 
the resulting damage to the brain—either from 
malnutrition or other changes consequent on a 
sudden severe and prolonged anaemia of the brain 
on the one hand, or the irritation and exudation 
from sudden severe hyperaemia on the other—is of 
a more serious and lasting character. There is no 
doubt that the damage to the brain may sometimes 
be of an extremely enduring nature, as in several 
cases I have already shown you,* as in the hystero- 
epileptic I mentioned to you to-day, and as in 
some of the ensuing motor phenomena we shall 
consider hereafter. 

3. Finally, what is the cause of the wide variety 
in the nature of the symptoms observed in hysteria 
and particularly in this group, hysterical cerebral 
attacks? These variations depend partly on the rela¬ 
tive predominance of cerebral ischaemia or conges¬ 
tion respectively, and partly on the locality in the 
brain which is the chief seat of damage. In the first 
place, as regards the former of these causal factors, I 
must again refer to the paroxysmal oscillation of the 
splanchnic vascular area. For instance, I was much 
puzzled by one patient whom I was carefully watch¬ 
ing from day to day, when apparently the same kind 
of attack was attended as I thought on one occasion 
by pallor of the skin, on another occasion by red¬ 
ness, and I feared that my observations and infer¬ 
ences relative to the dilatation of the splanchnic 
vascular area must be wrong. But the true ex¬ 
planation appears to be, as I have just mentioned 
when referring to the skin phenomena of these 
cerebral attacks, that throughout every attack there 
is a paroxysmal oscillation of the vaso-motor area 
affected (such as may be observed in all neuro¬ 
vascular and involuntary muscular phenomena), 
and therefore a variation of the symptoms observed 
at any particular moment. In the class of attack 
we are now considering, there is first, as far as my 
observations go, dilatation of the splanchnic area, 
associated with anaemia of the brain and (usually) 
pallor of the skin. This may be succeeded more 
or less rapidly by constriction of the splanchnic 


* E . g . The Clinical Journal, December 1st, 1897. 
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area (with congestion of the brain), and this in 
turn may be followed by dilatation, and so on, until 
finally the splanchnic area settles down into its 
usual condition, and the patient sleeps from cere¬ 
bral exhaustion. These two states of constriction 
and dilatation may be, as we know from similar 
states observed in the skin and elsewhere, of most 
variable duration. Even in the cerebral attacks 
under consideration when closely observed, in one 
case the initial pallor of the skin may last a con¬ 
siderable time, but in others it is so transitory as 
to elude notice. The clinical nature of the seizure 
or symptom depends, therefore, partly no doubt on 
the stage at which it is observed, but chiefly upon 
which of these stages (dilatation or constriction) 
lasts longest or predominates. In some, splanchnic 
dilatation predominates with consequent cerebral 
ischaemia, and signs of abeyance of function (non- 
irritative lesions), in others there is mainly dilata¬ 
tion, with consequent cerebral congestion and signs 
of an irritative lesion. In fact, a study of the sym¬ 
ptoms and disorders met with in group A has led me 
to divide them into four pathological categories: 
(i) those due to transient vascular disturbances of 
the brain of a non-irritative type, e.g. syncope ; (2) 
transient lesions of an irritative type, e. g. convul¬ 
sions ; (3) those due to a more lasting lesion of a 
non-irritative kind (anaemia, malnutrition and 
their results), e.g. trance, lethargy, and some intel¬ 
lectual derangements ; and (4) more lasting lesions 
of *an irritative kind (hyperaemia, exudation, and 
their results) e. g. catalepsy, ecstasy, delirium, and 
convulsive fits in series (hystero-epilepsy). In the 
second place, the variety in the nature of the 
hysterical effects produced depends also on the 
part of the brain chiefly damaged by the vascular 
change, e. the localisation of its chief effects. 
There is no doubt that although the vascular dis¬ 
turbance within the cranium is at first always more 
or less generalised, the effects certainly have a 
tendency in most cases to be greater in one place 
than in another. All the numerous causes which 
are capable of determining such a maximum inci¬ 
dence we shall not be able to consider to-day; 
there are,, however, three which merit passing 
notice. The centres of ideation and the ideo¬ 
motor centres, which are developed later and are 
therefore most vulnerable and unstable, seem to 
be specially prone to be affected in hysteria. In 
the next place, we meet with the individual factor 


in this connection. All of the highest cerebral 
Gentres and faculties of the mind are unstable in 
these people, but some are very much more so 
than others either by reason of developmental, 
educational, or some other condition. Again, in 
j many cases it has seemed to me as though fatigue 
! or forced functioning of a particular centre or 
( faculty had determined the chief seat of the 
mischief. For instance, I remember a young lady, 
a great art student, noted for her memory, in whom 
one of these attacks left behind it a temporary but 
complete loss of memory for colours. She could 
remember forms quite well, but could not recollect 
the colour of any object she had previously seen. 
Another girl (whom some of you may have seen), # 
who spent nearly all her time reading or writing, 
completely lost these and no other faculties of the 
mind for many months after an unusually severe 
hysterical attack. A remarkable case is recorded 
by Professor J. M. Charcott of a banker cele- 
| brated for his visual memory, who suddenly ldst 
his memory for figures, for forms, and for colours. 
May one not infer that a susceptibility to damage 
by sudden vascular changes may be produced in 
other mental faculties in like manner by prolonged 
I forced functioning ? These are by no means the 
only factors capable of determining the chief seat 
of the effects of the vascular damage in the brain ; 

I there are other localising causes which we shall 
meet with when we consider the hysterical motor 
disorders. 

In the meantime, to summarise my conclusions : 

I 1. All hysterical cerebral attacks (attacks of a 
cerebral type) are due to a vascular change in the 
brain consequent on alterations in the splanchnic 
vascular area. 

, 2. Such vascular alterations are usually determined 

j by an emotional shock, but in some cases may be 
I determined artificially, or by accidental peripheral 
conditions. 

j 3. The wide variety of attack is accounted for by 
the variations in the suddenness, severity, and 
i duration of the cerebral vascular change, by the 
j relative predominance of ischsemia or congestion 
and the consequent nutritional damage to the 
brain, and by the locality of the resulting mischief. 

4. The localisation of the more enduring after¬ 
effects depends partly on these same factors and 
I partly on individual, educational, fatigue, and other 
as yet imperfectly understood factors. 

In my next lecture I shall deal with group B 
of hysterical disorders, namely hysterical skin 
symptoms.J 


I * The Clinical Journal, September 7th, 1898. 

f 4 Le9ons cliniques sur les maladies systfeme nerveux,' 
t. iii, p. 176. 

I $ Vide ‘The Lancet/ January 30th, 1904. 
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EPISTAXIS: 

ITS CAUSES, SIGNIFICANCE, AND 
TREATMENT. 

Delivered before the Wimbledon Medical Society, 
By HERBERT TILLEY, F.R.C.S., M.D., 
Surgeon, Golden Square Throat Hospital. 


I Gentlemen,—B leeding from the nose is a sym- 
I ptom of such frequent occurrence, and varies so 
much in its significance that I make no apology for 
| making it the subject of my address this evening, 
and I have the less hesitation in doing so because 
there are few forms of bleeding which are treated 
with a greater disregard for anatomical and physio¬ 
logical considerations than that of epistaxis. 

It is a symptom which is met with less frequently 
between twenty-five and fifty than either before or 
after those years, i. c. we meet with it in young 
people and then again in adults after the prime of 
life l?as been passed, and I think you will all agree 
| with me that it is of far greater frequency in males 
than in females. * 

! A moment’s consideration will- make it clear to 
I you that the bleeding may be due to local or to 
general causes, and hence in classifying our cases a 
convenient method will be to divide them into two 
1 main divisions, viz. local and constitutional. 

I I would only stop one moment to say that by 
vjiose-bleeding we shall understand the term as 
applied to a comparatively free discharge of blood, 
and not to refer to those cases in which a mere 
streak or few drops of blood are met. with in 
mucous or purulent discharges from the nose. 

The following table will include most forms of 
epistaxis such as you are liable to meet with in 
every-day practice : 


Local. 

Traumatisms. 
Adenoid growths. 
Syphilitic ulceration. 


Constitutional. 

Certain specific fevers, e.y. 
rheumatism, enteric and 
relapsing fevers. 
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Local —continued. 

New growths in theGose. 
Tumours in the neck, caus¬ 
ing obstruction to return 
of blood from the head. 


Constitutional —continued. 

Conditions inducinghigh ar¬ 
terial tension, e.g. chronic 
interstitial nephritis. 

Certain valvular diseases of 
the heart in which the 
venous system becomes 
engorged, e. g. mitral 
stenosis and regurgita¬ 
tion. 

Bronchitis, emphysema and 
cirrhosis of the liver, in 
which there is obstruction 
of the venous circulation. 

Diseases characterised by 
grave blood changes, e. g. 
pernicious anaemia, scur¬ 
vy, purpura, chlorosis, 
haemophilia and malaria. 

Poisoning by certain drugs, 
e.g. phosphorus and the 
salycyl compounds. 


The type and situation of the bleeding will vary 
largely with the constitutional conditions which 
predispose to it. When arterial tension is high the 
“ site of predilection ” is most frequently a weak 
spot in the anterior termination of the “ artery of 
the septum/* and will be found within one inch 
from the anterior end of the cartilaginous septum 
and about 1 cm. above the level of its lower 
border. 

In the great majority of the cases of epistaxis 
met with in practice the bleeding point will be 
found to be situated in this position. Less 
frequently blood may issue from several points as 
in scurvy, pernicious anaemia, and certain other 
toxaemic conditions. 

In yet rarer instances the bleeding may be 
venous, and arise from engorged veins upon the 
septum or turbinate bodies, or (as Kelly has 
pointed out) from the anterior ethmoidal veins 
which are in free communication with those of the 
dura mater and longitudinal sinus. 

Were these facts more frequently borne in mind 
the treatment of epistaxis would often be much 
simplified, and fraught with considerably less pain 
to the patient. 

If in a recent case of nose-bleeding the nostril be 
dilated with a speculum and the entrance to the 
nasal cavity be illuminated, the spot referred to can 
often be detected by a tiny black clot which 
remains adherent to it, or on the other hand it may 


be seen as a small, pale, sodden-looking area about 
the size of a mustard seed. 

Let us now briefly notice some of the parti¬ 
cular local conditions in which epistaxis may be a 
symptom. 

With reference to traumatisms , the bleeding may 
come from any wounded area within the nasal 
cavity or from the base of the skull when the latter 
is fractured. 

In young children it should be borne in mind 
that adenoid growths may undoubtedly give rise to 
epistaxis, and I have seen cases where this sym¬ 
ptom has been the main cause of anxiety to the 
parents. 

A violent case of nose-bleeding which occurred 
one night in a young adult was due to the same 
cause, and next day, by examining the post-nasal 
space with a mirror, I was able to see a small 
blood clot still clinging to the centre of the 
glandular mass. One has no wish to saddle 
adenoids with more responsibilities than they 
already have to bear, but the above possibility 
should be borne in mind. 

Tertiary syphilitic ulceration may cause free 
nasal haemorrhage, and one of the most alarming 
instances of this nature has recently come before 
my notice. The patient was a stout lady, who 
bled until she was very weak and anaemic, and on 
examination of the nose the cartilage of the septum 
was seen to have nearly entirely disappeared, and 
a necrotic caries of the vomer was in progress. 
From a mass of granulations above the upper 
anterior end of this bone free arterial haemorrhage 
was taking place. The same symptom may be due 
to a breaking-down gumma or occur during the 
separation of a sequestrum. 

New growths .—There is one form of tumour 
which is not very uncommon, and which will give 
rise to free and repeated haemorrhage. It is known 
as “ bleeding polypus of the septum,” and consists 
of numerous thin-walled blood-vessels held to¬ 
gether by delicate connective tissue. It grows 
from near the junction of the cartilage of the 
septum with the central plate of the ethmoid, 
generally opposite the anterior end of the middle 
turbinal bone. 

Malignant growths , especially in their later 
stages, will also produce epistaxis, and to this 
symptom the rapidly-increasing weakness or even 
the de£th of the patient may be due. 
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Tubercular disease of ihe nasal mucosa, foreign 
bodies within the nose, and the superficial ulcera¬ 
tion met with in ozasna are all conditions in which 
a streak of blood, or even a few drops, may occa¬ 
sionally be seen, but they can scarcely be considered 
as causes of true epistaxis. 

Nose-bleeding arising from constitutional causes 
is the most frequent form met with in every-day 
practice; and if the physician will thoughtfully 
consider the symptom, it may be of inestimable 
help to him in the making of a correct diagnosis, 
and so of instituting successful treatment. 

With regard to these causes of bleeding, let me 
suggest to you that when you have to do with epis¬ 
taxis in a lad about the age of puberty, who is at 
the same time pale, nervous, and inclined to be 
unnaturally fond of his own company, that mastur¬ 
bation may be the underlying cause of all his 
troubles. 

To Dr. Sydney Phillips is due the merit of 
pointing out the close connection between certain 
cases of epistaxis in young children and rheumatism. 

In the ‘Lancet’ for February 22nd, 1902, he 
records ten cases of nose-bleeding, in all of which 
marked evidences of rheumatism were present in 
other parts of the body— e. g. swollen and painful 
joints, chorea, cardiac bruits, etc. Most of the 
cases improved at once when treated with salicy¬ 
lates. Bear in mind that in young children you 
will often have to look for the swollen joint, of 
which they may not complain, and the relationship 
referred to must also be present in your mind when 
epistaxis is associated with so-called “growing 
pains,” which are, of course, generally rheumatic 
in origin. 

When the bleeding from the nose sets in in a 
patient who is suffering from headache, general 
malaise, slight feverishness, and possibly some 
irregularity of the bowels, the probability of 
enteric fei'er should be your first consideration. 

In adult life nose-bleeding occurs most frequently 
in those full-blooded, plethoric individuals who, as 
the saying goes, “ do themselves too well,” and 
later on we may find the same patient either with 
definite symptoms of gout or with the high-tension 
pulse and cardiac hypertrophy which go with 
interstitial nephritis. Haemorrhage is not here 
confined to the nose, for it may be met with in the 
vessels of the retina, in the labyrinth of the ear 
(Meniere’s disease), and only too often it hap¬ 


pens that a cerebral vessel gives way, producing 
either a local or more widespread paralysis, even if 
it does not terminate in a fatal attack of apoplexy. 

When valvular lesions or rapidly increasing weak¬ 
ness of the cardiac muscle complicate an already 
existing high arterial tension we may have con¬ 
siderable venous engorgement produced and a 
tendency to leakage in the form of an epistaxis 
both sudden and profuse (Kocher). 

Finally, certain epidemics of influenza have been 
charactised by their tendency to be complicated by 
nose-bleeding. 

Diagnosis .—The possibilities of error are not 
many, but such as they are they may lead to serious 
results, e. g. I have known a child sent to winter in 
Egypt because of “ haemoptysis,” which on closer 
investigation was found to be due to adenoids, and 
the bleeding ceased to recur when these growths 
were removed. The possibility of blood flowing 
backwards into the lower air passages must there¬ 
fore be borne in mind. In the same way it may 
be swallowed during sleep and later on vomited so 
as to suggest grave forms of stomach disease. 

Prognosis. —It will be obvious that this must 
vary according to the underlying cause of the 
bleeding. In certain cardiac lesions and where 
arterial tension is high, epistaxis may be a positive 
safety valve, and within certain limits it should not 
be checked nor the bleeding spot too effectually 
sealed. On the contrary, in certain constitutional 
conditions and in the graver forms of anaemia, the 
constant loss of blood from the nose may so weaken 
the patient that every effort should be made to 
stop it. 

Treatment .—When nose-bleeding is due to local 
causes the means of checking it will naturally vary 
with the conditions which are present. 

In traumatisms the haemorrhage, though it may 
be brisk at first, usually ceases quickly as clots 
form within the nasal passages ; this end may be 
hastened by the application of ice-cold cloths to 
the outside of the nose. 

In syphilitic ulceration we should endeavour to 
find the bleeding spot and then apply to it those 
i measures which will be shortly described when 
dealing with epistaxis of constitutional origin. It 
is scarcely necessajyto/add'.that icdide of potash 
fin 1U11. ’-doses shOpid also Be administered. 

If^the. epistaxis proo^qd? -frpnv adenoid growths 
ihestj sjhplild be. removed* and in cases of malignant 
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disease the haemorrhage should be dealt with by \ 
local measures (vide infra) if it be impossible to ; 
remove the growth by radical operation. j 

When epistaxis is due to constitutional con¬ 
ditions inducing high arterial tension the bleeding 
point is often situated in the region already de¬ 
scribed, i.e. the “ site of predilection ” (vide supra), j 

In young adults the flow may often be checked 1 
by letting the patient sit upright, raising the arms 
above the head and putting the feet into hot mustard 
and water. At the same time ice-cold pads placed 1 
over the nose and frequently changed will be 
beneficial. An old-fashioned way of treating nose¬ 
bleeding was to pass down a large door-key between 
the spine and one’s clothes and to administer 
internally half an ounce of vinegar in an ounce of 
water—the result was generally successful and was 
probably due to some strong reflex effect. 

From frequent personal and unhappy experiences 
in childhood I can vouch for the efficacy of this 
method. 

When epistaxis is associated with rheumatic 
symptoms elsewhere treatment by means of rest, 
salicylates, etc., will generally prevent a return of 
the nasal trouble. In the same way when the 
local trouble is a symptom of morbid blood con¬ 
ditions, as in ague, pernicious antemia, scurvy, 
purpura, etc., it must be treated by remedies 
appropriate for the general disease. Should the 
epistaxis continue local measures (vide infra) must 
be adopted. 

In cardiac lesions when the right side of the 
heart is dilated and engorged and when the 
muscular tissue of the ventricles shows signs of 
weakness, an epistaxis which unburdens the venous 
engorgement must not be too readily checked. 
Our endeavour should be to lessen the work of the 
heart rather than to stimulate it to further effort. 
We may do this by the exhibition of such vascular 
dilators as nitroglycerine or amyl nitrite or erythrol- 
tetranitrate and securing sleep for the patient by 
means of bromide and opiates if necessary. When 
the heart tissue has somewhat recovered itself we 
may then administer strychnia, strophanthus, iron, 
and other cardiac tonics. 

Passing now to the commonest form of epistaxis 
in the adult?. Viz. Chjt*.tfb jch** occurs;in;.gqutw, 
plethoric patient* With Vtfigh-tension ptil£c;*ii n?viy 
betaken far*'most t&se.s-W€ ^halijdo 
little hafflf If'wfe"prdsrrtl ra ,*a. c* hf>r intro fl ;y 


pill followed in a few hours by a saline aperient 
such as the ordinary, old-fashioned, but still 
effective seidlitz powder. In this type of case the 
loss of a certain amount of blood will be of benefit 
to the patient, but by the time you are sent for the 
patient may have lost a considerable quantity, or 
he may be so weak and anaemic from frequently 
repeated haemorrhages that it is desirable to prevent 
any further loss. 

I would suggest your proceeding somewhat in 
the following way : 

1. Soak a small pledget of sterilised absorbent 
wool about one inch long, half an inch broad, and 
a quarter of an inch thick, in equal parts of a io per 
cent, solution of cocaine and i in iooo adrenalin 
chloride. Pass this into the nostril and place it 
against the septum parallel with the floor of the 
nose so that only the anterior third of the pledget 
is visible from the outside (i. e. without the use of 
a speculum). Now gently compress the nostrils 
with the fingers for five minutes. 

2. If you have not the above remedies at hand, 
dissolve twenty grains of antipvrin in half an ounce 

i of hazeline and use in the same manner. 

3. Failing these, soak, the wool in lemon juice 
and insert it as above. If you cannot even get 
lemon juice try moistening the wool with turpen¬ 
tine. 

In a large proportion of cases these measures 
will check the bleeding, and the small wool plug 
may be left in the nose for twenty-four hours and 
then gently removed. 

Should haemorrhage recur after a short interval, 
it may be necessary to adopt measures for more 
permanently sealing up the weak spot in the vessel 
wall, and you may pass in the following way from 
the simpler to the more corrfplex methods :— 

1. Dilate the nostril with a suitable speculum, 
and apply to the vessel wall a 10 percent, solution 
of cocaine. Wait for five minutes. Now apply to 
the bleeding point a probe coated with solid nitrate 
of silver and hold it in position for two minutes. 
Remove it gently, and to the whitened spot apply 
a small quantity of carbolised vaseline. Place a 
loose wool dressing in the nostril for a few hours. 

I Chromic and monochloracetic acid may be applied 
in the same way. 

2. If you possess a galvano-cautery, apply this 
at a dull red heat to the bleeding point, and 
remember that at the first moment of application 
you may start a bleeding which you desired to stop, 

I and therefore it is well to adopt means for pro- 
I tecting the patient’s clothes from being soiled. To 
the small slough produced by the cautery it is well 
to apply a little carbolised glycerine. 

3. Should these methods fail (and they may do 
. so in exceptional cases where the bleeding is more 

general, and comes not only from the usual situa- 
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tion on the septum but also from the floor of the 
nose and the anterior end of the inferior turbinal 
bone), you should pack the nose with a soft strip 
of gauze soaked in adrenalin chloride or even 
hazeline. The ribbon gauze should be about one 
inch in breadth and packed in gently for about two 
inches distance, and from the floor of the nasal 
cavity upwards. A clotting will rapidly take place 
in the meshes and the bleeding will cease. The 
packing may be left for twenty-four to thirty-six 
hours. 

Immediate checking of violent haemorrhage may 
sometimes be secured by Rose’s epistaxis tampon, 
a thin gutta-percha, conical bag which can be 
inflated with air after it has been passed into the 
nose and the air retained by means of a stop-cock. 

Personally I prefer the methods advocated before 
the last mentioned, because they are quite as re¬ 
liable and are generally accessible. 

It may be your experience to meet with almost 
intractable cases of epistaxis in which all the above 
remedies either fail or only succeed for a short 
while. In such circumstances Hunter Mackenzie 
has practised with success the dissecting up of the 
mucous membrane of the anterior part of the 
septum, followed by gentle packing of the nose. 

When nasal haemorrhage follows intra-nasal 
•operations some forms of plugging through the 
anterior nares will generally be relied upon. 

Let me advise you for the sake of your own 
reputation as well as for the comfort of your 
patient to avoid three things :— 

1. The application of strong preparations of iron 
to the inside of the nose. They cause much dis¬ 
comfort and are not more effectual than less 
irritating chemicals. 

2. Distending the vestibule or entrance of the 
nose with large plugs of cotton wool or lint, which 
do not touch the bleeding point and only render 
the patient exceedingly uncomfortable. 

3. The use of Bellocq’s sound and the post-nasal 
plug. If you possess that instrument give it to a 
friend interested in medical museums. I have not 
seen one used during the last ten years, and have 
never met with a case of epistaxis which needed it. 
If you will only find the bleeding spot and apply 
your remedies as advised, you will not subject your 
patient to the horrible discomfort and very real 
dangers of septic otitis media which posterior plug¬ 
ging of the nares involves. 

Finally, let me remind you that the persistence 
and severity of epistaxis is often promoted by the 
rapid heart action which is encouraged in many cases 
by the patient’s anxiety and mental disquiet, and 
to overcome this you should rely upon two valuable 
remedies: (1) the assurance which you yourself 
should be able to give that all will be well; (2) the 
administration of a narcotic, an excellent form of 
which for this type of case being the liquor opii 
sedativus in combination with bromidia. 


A NEW MODIFICATION OF 
i SKIN-GRAFTING THE CAVITY 
! AFTER MASTOIDECTOMY. 

j By DOUGLAS DREW, B.S., F.R.C.S., 

Senior Surgeon to the North-Eastern Hospital for Children, 
^ and to the Hospital for Women, Soho. 


j The healing, /. e. the process of epithelialising 
of the cavity left after the modern or complete 
operation of mastoidectomy is, as is well known to 
j those who have the opportunity of watching the 
| progress of these cases, extremely tedious, occupy- 
1 ing as it does a period that may be measured by 
months rather than weeks, 
i To hasten the process numerous attempts have 
| been made to cover the granulating surface lining 
I the bony cavity by epithelium. At first this was 
carried out by means of small epithelial grafts 
snipped off with scissors and placed on the granu¬ 
lating surface; more recently Mr. Ballance intro- 
i duced some modifications in the original operation 
| and improved the method of grafting by reopening 
j the wound at the end of ten to fourteen days and 
covering the bony cavity, which in the interval had 
become lined by granulations, with grafts cut by 
I Thiersch’s method. 

Although I have adopted this method in a 
| number of cases during the last three years, in 
some with complete success, yet I have not been 
^ satisfied with it as it appeared complicated, diffi¬ 
cult to perform and somewhat uncertain in the 
result, and I always felt that the reopening 
| of the wound which had healed by first intention 
was undesirable and if possible to be avoided. 

| But apart from this disadvantage the method has 
I another, i. e. the free oozing which occurs from 
the recently healed surface after it is broken open ; 

I this I have found so difficult to check that it is 
j almost impossible to keep the cavity dry while the 
graft is being adjusted, with the result that it 
; renders the application of the graft very difficult 
and the blood is liable to get beneath the graft 
which, if it occurs, necessarily causes failure. 

I therefore determined to attempt to graft the 
j cavity through the meatus without reopening the 
wound. I cut a graft of varying dimensions 
j according to the size of the cavity and taking it by 
the four corners it was inserted through the enlarged 
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meatus and spread over the granulating surface. 
This I fdund could be accomplished without much 
difficulty, but it was almost impossible to prevent 
the graft from becoming crumpled up and dis¬ 
placed when plugs of gauze were inserted to press 
it home on to the granulating surface. After 
trying this method several times with only partial 
success owing to the cause mentioned I overcame 
the difficulty by adopting the simple device of 
spreading the graft upon strapping with its raw 
surface uppermost, so that it could be held in 
position when the packing was introduced. (The 
ingenious idea of cutting the graft on strapping 
originated, I believe, with Deansiy, of Wolver¬ 
hampton ; it has the great advantage of rendering 
the subsequent manipulation of the graft extremely 
easy. I have found it easier to cut the graft and 
then to spread it on the strapping from the razor. 
Deansiy, I believe, applies the graft on the strap¬ 
ping after opening up the wound according to 
Ballance’s plan.) In order that this manoeuvre may 
be successful, it is necessary that the strapping or 
plaster be made of some soft and pliant material so 
that it may be accurately and easily fitted into 
the cavity. I have tried a variety including 
Unna’s zinc plaster, Leslie’s (fine variety) rubber 
strapping and court plaster (silk). This latter 
proved the best but it is essential not to wet it too 
much or it becomes too slippery to hold the graft 
firmly ; the best way to moisten it is to hold it in 
steam for a minute. 

For the next case, I intend to use isinglass 
plaster, which is made of thin silk and is extremely 
delicate, although quite strong enough to hold the 
graft firmly. 

In order to render the method of grafting clear 
I would briefly describe the original operation on 
the mastoid and the condition of the parts at the 
time the grafting is undertaken, about the four¬ 
teenth day. 

The mastoid is exposed by means of a semi¬ 
circular flap extending one to one and a half inches 
behind the pinna, the flap is raised, the mem¬ 
branous meatus detached and the periosteum 
cleared from the mastoid. The antrum and 
accessory cells are all opened up, and the tym¬ 
panum, attic and antrum are thrown into one 
cavity by cutting away the posterior bony wall of 
the meatus ,* the bone is smoothed off by means of 
chisel and gouge. (I have not found it necessary 


to employ electrically driven burrs for rounding off 
the bone, nor do I use Stacke’s probe to protect 
the facial nerve while cutting away the bridge of 
bone forming the outer wall of the attic.) 

The tympanum is explored and all disease 
removed together with the ossicles and the cavity 
is disinfected by 1-20 carbolic solution. 

A meatal flap is cut somewhat after the manner 
recommended by Ballance, enlarging the meatus 
to a very limited extent, but not enough to cause 
obvious deformity. This is avoided by not carry¬ 
ing the incision far into the concha. 

The cavity in the bone is packed with sterilised 
gauze through, the meatus, the wound behind the 
ear being sutured throughout. 

At the end of fourteen days when the healing of 
the flap is complete the grafting is undertaken. 

On looking in through the meatus the cavity is 
seen to* be uniformly lined with granulations and 
its limits can be defined. 

Before applying the graft the cavity is washed 
out with sterilised water, and dried with gauze, 
care being taken not to cause bleeding from the ^ 
granulations. A graft is then cut of sufficient size 
to cover the whole surface and laid upon the 
plaster in the manner described. This prevents it 
from curling up. The redundant plaster is cut 
away all round. The plaster is then laid over the 
meatus and invaginated through it and carries the 
graft with it, the edges of the strapping being held 
by forceps while it is being adjusted to the cavity 
and while the cavity is being closely packed with 
gauze to keep it in position. This is most important 
otherwise the strapping and graft would wrinkle up 
and be driven in during the process of packing 
with gauze. At the end of ten days the plugs may 
be removed and the strapping withdrawn, and with 
it the adherent cuticle generally comes away, 
leaving the graft lining the cavity. 

I have used this method in six cases up to date 
and in each the graft has taken, although in some 
it was not quite large enough to cover the whole of 
the granulating surface. 

The advantages of this method may be enumer¬ 
ated as follows : 

1. It renders the reopening of the wound which 
has healed by first intention altogether unnecessary. 

2. It is much easier to apply the graft to the whole 
granulating surface, as the flap covering the cavity 
is not disturbed. 
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3. The troublesome oozing incident upon re¬ 
opening the wound is obviated, and the risk of the 
blood getting beneath the graft is absent. 

4. It overcomes the troublesome manipulation 
of adjusting the graft in an irregular and deeply 
seated cavity. This is ensured by pushing the plaster 
(and graft) home on to the granulating surface by 
closely packing the cavity with gauze through the 
meatus. 


CLINICAL LECTURES 


ON 


THE PATHOLOGY OF HYSTERIA. 

By THOMAS D. SAVILL, M.D.Lond., 

Physician to the West End Hospital for Diseases of the 
Nervous System ; and Physician to St. John’s 
Hospital for Diseases of the Skin. 


Lecture III.* 

Group C—HYSTERICAL MOTOR 
DISORDERS. 

Gentlemen,— We now pass to the consideration of 
hysterical symptoms which always consist of some 
defect of voluntary motion (Group C), and which 
are often of a more enduring character than the 
group of hysterical cerebral attacks (Group A) 
which we were considering on a previous occasion.f 
I propose to adopt the same method of dealing 
with this as with the other groups. The clinical 
classification and enumeration of hysterical motor 
disorders is relatively simple compared with other 
hysterical symptoms, though their variety, as in 
the other groups, is endless : 

(a) Various forms of paresis —hemiplegia, para¬ 
plegia, and monoplegia (56); paralyses of the 
cranial motor nerves (e. g. strabismus and aphonia) 
are only occasionally met with alone, and hysterical 
facial paralysis seems to be particularly rare. 

(b) Various forms of rigidity , contracture, and 
tonic spasm (89). 

(r) Tremor and clonic spasm in endless variety 
(187 or more). 


* Lecture II on Group B—Hysterical Skin Symptoms, 
appeared in the ‘ Lancet,’ January 30th, 1904, p. 207. 

t Clinical Journal, May 25th, 1904. This lecture 
also gives the scheme and methods of dealing with the 
pathology of hysteria. 


The numbers in brackets represent the pro¬ 
portion in 500 cases of hysteria. 

So-called hysterical “joint disease” may be 
manifested by a muscular stiffness and loss of 
voluntary motion (when it would comply with the 
clinical features of Group C) ,or by pain—hysterical 
arthralgia—aggravated by movement (when it 
would belong to Group D), or occasionally by 
slight but distinct swelling of the joint. Different 
cases differ in their pathological explanation, and 
such a mixed collection of symptoms will need 
separate consideration on a future occasion. 

I have often brought before you illustrations of 
these various motor disorders,* but by a fortunate 
chance I am able to show you to-day an extremely 
rare and interesting case of hystero-traumatic 
paralysis. This patient, E. K—, is a fireman 
twenty-three years of age. He was driving his fire- 
engine to a fire on December 28th of last year 
when in turning a comer it came into violent 
collision with a milk cart. One of his horses was 
killed on the spot, and our patient was precipitated 
with great violence on to his left shoulder. His 
head was protected by his helmet and escaped 
without a scratch, but the tunic over his left 
shoulder was torn and the shoulder was severely 
contused. He was unconscious, he says, for a 
short time from the shock, and then he walked 
half a mile to his home at the fire station. He was 
examined by a doctor, who said there were no 
j bones broken or dislocated, and the patient is 
quite certain that there was no paralysis of any 
kind during the first three weeks after the accident. 
The shoulder was stiff, painful, bruised and 
swollen, but he could move it in every direction, 
and the power of moving the elbow and wrist 
| joints was quite normal, and remained so until 
I three weeks after the accident. However, he kept 
I the arm in a sling and only used it at meal times. 

I His history, prior to the accident, was that he had 
always been nervous, suffered on occasions from 
loss of speech lasting an hour or so, that he had 
been laid up two years before with an attack of 
“pleurisy and inflammation of the lungs,” and 
finally that he had recently been twice off duty for 
a few days with what he called “ a strain of the left 
arm.” There is no history of syphilis in the patient 


* Clinical Journal, December 1st, 1897; “Lectures 
on Tonic and Clonic Spasm,” in Clinical Journal, 
| October 26th, 1898; and elsewhere. 
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or his family, but there is a marked history of 
hysteria on his mother’s side. He was very 
nervous and much upset by the accident, being 
startled at the least sound, too frightened to cross 
a road, and he dreamed horrible dreams about fire- 
engines and accidents. The pain and stiffness of the 
shoulder had quite disappeared when, three weeks 
after the accident (January i8th) he had a curious 
seizure followed by complete flaccid paralysis and 
loss of sensation of the left upper extremity. He 
states “ I came over queer and numb all over, and 
especially all up my left side, and I could not feel 
with that side ; my left leg and left arm were stiff, 

Fig. 4. Fig. 5. 




Fig. 4, front, and Fig. 5, the back of the arm of I 
Evan K—, showing segmental limitations of the 
anaesthesia in a case of hystero-traumatic para¬ 
lysis ; a and b in March, c and d in May, after 
active electrical treatment. 

felt drawn and tingling with pins and needles, and 
I could not move. I felt awfully bad in my head, 
and was hardly conscious, and unable to move for 
about twelve hours. Then as I recovered the 
queer numb feeling seemed to settle in the left arm, 
which has been paralysed ever since.” He has 
since then had several attacks of a similar nature 
but of much slighter degree. The paralysis of the 1 
arm, which came on four months ago, has re- 1 
mained absolute and unaltered, and in due course 
he was certified by two medical men to be totally 
and permanently incapacitated for work. The 
London County Council, in whose service he is, 
sent him to me in March last, saying that they 
hesitated to retire and pension so young a man, at 


great expense, without further advice. Thus the 
diagnosis of the nature of the lesion and its 
prognosis are of very considerable importance. 

When I first saw him on March 13th the left 
arm was completely paralysed from shoulder to 
finger tips, and quite flaccid—the limb dropped 
like a flail—but there was no appreciable wasting, 
excepting, perhaps, in the left deltoid muscle (the 
one injured by direct violence), which was a trifle 
flatter than the right. There w^s no defect in or 
around the shoulder joint; no alterations in the 
electrical reactions. The muscle sense was com¬ 
pletely lost and there was complete loss of all forms 
of sensation (thermal, tactile, pain, and pressure 
senses) over the whole of the left upper extremity, 
of a definite segmental limitation as shown in this 
diagram (Figs. 4 and 5). This limb was also in¬ 
sensitive to the strongest faradic current and the 
nerves, muscles, and joints were insensitive to 
pinching or torsion. The other limbs presented a 
slight generalised nervous tremor, and he was still 
extremely nervous, but there was no weakness or 
anaesthesia in any other part of the body nor in 
the face. In the left arm the tendon reflexes were 
absent; both knee-jerks were slightly exaggerated. 
The optic discs, all the special senses, and the 
viscera were normal. His condition now (in May) 
is, as you see, very much the same as in March 
last. I advised immediate removal from his 
surroundings (for he was still living at the fire- 
station, and dreaming nightly of the accident) 
combined with general tonic treatment and static 
electricity, and ventured to express a more hopeful 
prognosis than the other physicians who had seen 
the case. The electricity has only recently been 
employed, and after three applications of the 
electric sparks to the limb he has made considerable 
improvement. He can now (in May) move his 
shoulder, and the horizontal band-like limitation 
of the anaesthesia has shifted from the shoulder to 
just above the level of the elbow joint (Figs. 4 and 
5). Slight movement is returning in the elbow 
and wrist, and if the improvement continues at the 
same rate he will be quite well in a few weeks.* 


* Under further treatment by static electricity, the 
movement soon returned in the elbow joint, and at the 
same time horizontal limitation of the ansesthesia shifted 
to just above the level of the wrist. At the end of two or 
three weeks sensation had been fully and motion had been 
almost completely restored to the whole limb. He was, 
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The diagnosis of this singular case of monoplegia, 
apparently the result of an injury, but not starting 
until three weeks after the accident, when the 
patient had an unmistakable hysterical seizure, 
must now engage our attention. And first as to 
the part of the nervous system involved. The 
possibility of direct injury at the time of the 
accident to the brachial plexus as the cause of the 
monoplegia may be at once dismissed on account 
of the interval of three weeks, the distribution of 
the anaesthesia, and the absence of electrical 
changes in the muscles. Paralysis may occasionally 
result from traumatism affecting an articulation * 
but the paralysis is of an amyotrophic type, not 
like the one before you. A spinal lesion would 
explain the exemption of the face and leg, but after 
an interval of four months there would certainly 
be atrophy and electrical changes in the limb, or 
rigidity, or other features belonging to spinal 
lesions; and no spinal lesion would explain the 
curious limitation of anaesthesia. Certain rare 
cases of brachial monoplegia due to a limited 
lesion in the internal capsule t have been recorded, 
but there would after four months most certainly 
be some secondary rigidity, which does not exist 
in this case, and such a lesion strictly limited as it 
would have to be to the anterior part of the 
capsule will not account for the anaesthesia. The 
same line of reasoning excludes the centrum ovale . 
Without doubt this case is due to a cortical lesion 
of some kind affecting principally the motor centre 
of the left upper extremity in the right hemisphere. 
The main features of the monoplegia, without 
involvement of the face, tongue, or lower 
extremity, coincide with such a localisation, 
viz., in the middle third of the ascending 
frontal and parietal convolutions, an area which 
by the way is not infrequently in my experience 

however, too nervous to drive a fire-engine, and was 
invalided from the service. When I last saw him (Sep¬ 
tember, 1903) there was a hardly appreciable weakness of 
the left arm (dynamometer, right 80, left 60), but no other 
symptoms , and he was quite able to drive a four-horse 
omnibus every morning from HighgatetotheCity, holding 
the reins in his left hand as usual. 

* Dr. E. Valtat, ‘ De 1 ‘atrophie musculaire consecutive 
aux maladies articulaires ’ (etude clinique et experi- 
mentale), These de Paris, 1877, and Dr. Lefort, Soc. de 
Chir. de Paris, 1872. 

t E.g. by Drs. A. Hughes Bennett and Campbell in 
4 Brain,’ April, 1885, p. 78. 


involved in a limited (gross) vascular lesion in 
the aged. I say that this was the spot “princi¬ 
pally ” affected because in the first place you will 
remember that at the onset of the hysterical 
attack symptoms were referred to the whole of 
the left side of the body, and that the leg and 
arm were rigid for twelve hours ; it was only sub¬ 
sequently that the arm alone remained affected. 
Again, although a limited cortical lesion of a 
motor area has occasionally been attended by loss 
of cutaneous sensibility and muscular sense, it has 
been only partial and transient; but the strongly 
marked sensory perversion in this case could only 
be adequately accounted for by an extension of 
the lesion backwards into the adjacent parietal 
cortex.* Such then is the localisation. 

Secondly, what was the nature of this lesion 
which reached its maximum suddenly and after 
remaining several months rapidly began to disappear 
under electrical treatment ? The possibility of it 
being a haemorrhage at the time of the accident 
or a direct injury to the cortical centres may be 
excluded by the interval of three weeks which 
elapsed between the accident and the attack which 
initiated the paralysis, and also by the fact that 
if the head was struck at all it was on the left 
side, the same side as the paralysis. The sudden 
onset strongly points to a vascular lesion of some 
kind. Could it be a local embolism or a small 
cortical haemorrhage ? I think not, because there 
has never been the slightest rigidity or evidence 
of increased tendon reflexes in the paralysed mem¬ 
ber even three or four months after the onset, 
and the other clinical features of the case, except¬ 
ing its sudden onset, do not correspond to 
either of those gross vascular lesions. I have no 
reasonable doubt, however, that it was a vascular 
lesion, though of another kind ; but we shall have 
to discuss that question and why it was so localised 
more fully directly. Meantime what chiefly con¬ 
cerns us now is the fact that the case of this 
fireman conforms to one of hysteria in all its 
clinical features—the hereditary and personal 
antecedents, the clearly hysterical nature of the 
attack which started the paralysis and of those 
which followed, and the rapid diminution of the 

* Bechterew, “ Ueber die localisation der Hautsensi- 
bilitat und des Muskelsinnes an der OberflAche der Gros- 
shirnhemisph&ren ” (Menkel’s ‘ Neurol. Centr. Blatt.,’ 
No. 18, September 15th, 1883). 
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sensory and motor defects in a very peculiar way 
under psychical and electrical treatment. Further 
as regards the characteristics of the brachial 
monoplegia and segmental anassthesia, these also 
conform in all important respects to the cases of 
hystero-traumatic monoplegia published by the 
late Professor J. M. Charcot.* In one of these 
cases, a flaccid monoplegia of the left arm associated 
with left hemianaesthesia supervened suddenly 
three days after an injury to the shoulder and 
other parts, in a youth aet. 16. The anaesthesia 
soon afterwards became limited in a segmental 
manner to the arm. The accident had also 
determined the occurrence from time to time of 
violent convulsive .seizures in which, be it noted, 
the left upper extremity took no part, showing the 
serious nutritional damage to that centre. The 
anaesthesia and paralysis persisted for nearly ten 
months, but at the end of that time, after recover¬ 
ing from one of his seizures, the patient suddenly 
found he could move his left arm. Another 
patient aet. 25 was a driver who, like our patient 
the fireman, was pitched off his driving-box on to 
his shoulder. There was no paralysis at the time, 
but six days later, when the pain and stiffness of 
the articulation had quite disappeared, complete 
flaccid right brachial monoplegia with segmental 
anaesthesia of the right upper extremity suddenly 
supervened, and persisted for four or more months. 
Professor Charcot discussed these cases with his 
usual thoroughness and came to the conclusion 
that the lesion was situated in the arm centre of 
the cortex and that “ we have here unquestionably 
one of those lesions which escape our present 
means of anatomical investigation, and which, for 
want of a better term, we designate dynamic or 
functional lesions” (p. 279, New Sydenham Society’s 
Translation). That traumatism may determine 
hysterical symptoms is abundantly evident from 
the writings of Charcot, Putnam, Walton, Page, 
Oppenheim, and others, not as a direct local result 
of the injury, but from the immediate and remote 
effects of the shock to the nervous system. 

In the patient before us, by applying the data 
and arguments which I have enunciated in my 
previous lectures, the sequence of events is evident. 
The accident and the consequent nervous shock 
upset the already unstable equilibrium of the vaso¬ 


motor centres which exist in all hysterical subjects. 
A “ splanchnic storm,” associated with an hys¬ 
terical seizure of the kind described in Group A,* 
ensued. As part of this storm there was a sudden 
and serious vascular disturbance of the brain, 
which left behind it a damage to the cortical areas 
corresponding with the injured limb. The cere¬ 
bral lesion in the case of K— was undoubtedly* 
vascular, and came on suddenly as such cases do. 
It was not embolic or haemorrhagic for the reasons 
already given, but a vascular constriction or an en¬ 
gorgement resulting in damage to the delicate and 
hypersensitive nerve structures. Why the resulting 
damage should be limited and localised to a cer¬ 
tain portion of the brain is a question I shall return 
to shortly. 

We must now leave this interesting case for the 
present and turn to the pathology of hysterical 
motor disorders in general, and I will ask you to 
consider first, the question of simulation ; secondly, 
the nature of hysterical lesions; and thirdly, their 
localisation . 

The question whether hysterical symptoms are 
shammed or simulated wholly or in part has been 
raised especially in connection with hysterical 
motor' disorders. Their sudden appearance and 
disappearance under emotional influences and 
their slight and variable degree sometimes sug¬ 
gests this, but, gentlemen, these features can be 
quite well explained in another way. The idea 
of sham cannot for one moment be entertained in 
a considerable proportion of the cases, where self 
interest is so obviously against the disease ; and in 
a great many of the more severe and marked in¬ 
stances the patients, to assume the disease, would 
have had to be endowed w r ith an infinitude of 
cunning and a vast and exact anatomical know T - 
ledge, which they certainly do not possess. I need 
not repeat the remarks I have previously made on 
this subject, and I think that you will agree with 
me that even the less severe hysterical symptoms 
are not shammed or exaggerated or minimised any 
more than are the symptoms of incipient organic 
disease w’hen of only a moderately disabling kind, 
and when occurring in a nervous and sensitive 
person. 

Secondly, as regards the nature of the lesion , if 


* ‘ Le5ons sur les maladies du syst&me nerveux,’ par 
Prof. J. M. Charcot, Paris, 1887, tome iii, pp. 299 et seq. 


* The ‘ Lancet,’ July 20th, 1901; Clinical Journal, 
May 25th, 1904. 
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the symptoms are not shammed, it follows of 
necessity that there must be some lesion, some 
anatomical or physiological change, however slight, 
transient, or evasive it may be, and although 
modern methods of examination and research have 
up to the present time entirely failed to find it. 
In order to ascertain the nature of the anatomical 
change I will ask you to consider a little more 
particularly the predominating clinical features 
presented in common by all cases of hysterical 
motor disorder. 

1. They are almost entirely confined to the 
female sex, they affect those who are subjects of the 
hysterical diathesis (emotional subjects) particularly 
at certain age periods, and bear a sufficiently 
general clinical resemblance to each other and to 
other hysterical disorders to lead to the conclusion 
than one kind of lesion produces them all. 

2. There is, however, every variety and degree 
of motor disorder met with in this group and even 
in the same patient. The lesion though of one 
kind must therefore be one which is capable of 
producing at one time an irritative effect (e. g. 
rigidity) and at another a paralytic effect, occasion¬ 
ally within a few minutes or hours of each other in 
the same patient. I shall have more to say on this 
point directly, but the wide variety of these sym¬ 
ptoms is one of their leading clinical features. 

3. Their wide distribution is another feature. 
Almost any locality may be affected ; sometimes 
several distant or scattered places may be involved 
at one time such as the arm on one side, and the 
leg on another ; and further there may be sensory 
symptoms in one place, motor in another. The 
lesion therefore must be a ubiquitous one, and 
capable of affecting some tissue or structure, such 
as the vascular system which is to be found every¬ 
where. 

4. In many cases the symptoms themselves are 
hard to localise, their limitation is ill-defined and 
diffuse, particularly at the outset. The margins of 
the lesion are therefore, as one might say, shaded 
off, or at any rate not so defined as an embolic 
lesion. 

5. The suddenness of the onset of the paresis, 
rigidity, or tremor is one of the most marked 
characteristics of hysterical cases. It is also a 
feature on which neurologists have long been 
accustomed to rely in the identification of organic 
circulatory lesions in the central nervous system as 


distinct from other gross lesions, at any rate in the 
brain. This suddenness bf onset in hysterical 
cases is undoubtedly one of the proofs that they 
are due to a vascular change of some kind. 

6. The suddenness and completeness of their 
disappearance is in many cases quite as marked 
and unexpected as their onset, and precludes the 
idea that there are any of those gross changes in 
the nerve tissues which are produced by organic 
vascular disease as for instance in embolism, 
endarteritis, thrombosis, or haemorrhage. But on 
the other hand, the more temporary effects of a 
constriction or dilatation of any given vascular 
area constitute just the kind of lesion which might 
disappear quite as suddenly as it came. 

7. The incomplete degree, at any rate of the 
paralysis, is another feature which strikes anyone 
who sees many of these cases. This is one of the 
reasons for the opprobium which sometimes (so 
wrongly) attaches to them. You saw that a severe 
hemiplegic patient like Reynolds * could on most 
days walk quite well to the hospital, though on 
some she could not. In cases of violent tremor 
also, and even contracture, the functions of the 
limbs are rarely quite lost, and a patient can gener¬ 
ally by an effort of will use the limb to some extent. 
In point of fact these cases differ from one another 
just as widely in degree or severity as they do in 
the locality affected and the kind of symptom pre¬ 
sented, and one may meet with every degree from 
a slight weakness to the complete paralysis which 
existed in E. K—’s case, though such complete¬ 
ness is relatively rare. In the great majority of 
cases, the loss of power or control is slight; it is, 
in short, just the kind which would ensue from a 
temporary vascular or nutritional disturbance of 
the centres controlling the limb. 

8. The individual symptoms in this group will 
generally be found to oscillate in degree from day 
to day if a case can be followed closely. They 
have not the sudden variations which characterise 
the course of an attack or seizure (Group A), but a 
certain amount of oscillation or variation prevails. 
This variation is not surprising in cases of clonic 
spasm, for all kinds of muscular tremor are influ¬ 
enced by emotion and by bodily states, but this 
oscillation may be observed also in hysterical con¬ 
tractures and paresis. Even in the case I brought 


* Clinical Journal, December 1st, 1897. 
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before the Clinical Society of London in 1889,* 
which was one of the most permanent and endur¬ 
ing I have ever seen, the paralysis varied so that 
the patient could move his fingers or arm slightly 
on one day but not on another. This paroxysmal ( 
oscillation is a feature which I have already men¬ 
tioned as being associated with all vaso-motor 
disorders, f j 

9. It will be found on careful enquiry that : 
practically all of these motor disorders are, like so 
many other hysterical manifestations, determined 
by some emotional state of, or shock to, the 
nervous system. Often the motor defect will super¬ 
vene immediately on the shock, but not always, as 
in the case of E. K—. If there be an interval 
there are generally some evidences of the increased 
instability and irritability of the reflex centres of the 
nervous system. This direct causal relationship to 
emotional states again points strongly to a vaso¬ 
motor origin. 

10. Finally, if a case is under careful observation 
at the time of onset it will generally be found that t 
the motor disorders now under consideration are 
actually initiated by a more or less transient 
hysterical cerebral attack (Group A), as in the 
case of E. K—, though not always so marked as 
in his case. Affirmative evidence on this point is 
not always forthcoming unless the patient is at the 
time under very close and constant observation, 
but it was so in forty-seven out of fifty cases which I j 
was able to investigate on this point. Sometimes 
there is only a “ swimming” in the head, or a 
slight syncopal or vertiginous attack, slight con¬ 
fusion of the mind, or transient loss of speech, and 
in quite a number there is generalised trepidation or . 
convulsions. There are practically always some 
symptoms indicating disturbance of the cerebro¬ 
spinal vascular supply at the onset of the paretic 
or other motor defect. 

These prevailing features of hysterical motor 
symptoms—their general resemblance yet wide 
variety and distribution, their usually sudden onset 
(initiated by an emotional shock) and abrupt dis- 
appearance, their incompleteness in degree, and 
their varying course—can be observed by anyone 
who has sufficient opportunities of seeing a large 

* * Transactions of the Clinical Society of London,’ vol. 
xxii. 

t “ On Acroparaesthesia, Erythromelalgia, and other 
Angioneurotic Disorders,” ‘The Lancet,’ June 1st, 1901. | 


number of hysterical cases, and to my mind they 
admit of but one, and that an obvious pathological 
explanation, which may be briefly stated as follows : 
Hysterical motor disorders result from a sudden 
vascular constriction, or dilatation (followed by 
various degrees of malnutrition or exudation) in¬ 
volving those parts of the central nervous system 
which preside over the muscular movements 
affected. This vascular change is determined (like 
vascular changes which we can see in the skin) by 
emotion ; and like other vascular lesions it is of 
sudden onset, though it varies widely in its sudden¬ 
ness and severity, in its area, in its course, and in 
its duration, but is generally so abrupt and com¬ 
plete in its disappearance as to leave no trace 
behind it. This vascular change in the brain is 
produced by a “splanchnic storm,” namely, a 
sudden oscillatory dilatation of the splanchnic 
vascular area with consequent vascular disturbance 
in the brain. The other clinical evidences of this 
splanchnic storm are usually present though they 
may be sometimes so slight as to be overlooked. 

Before we pass to the subject of localisation and 
limitation there are still two points needing a little 
closer consideration, viz.: first, how can we account 
for the long duration of some of these cases, and, 
secondly, how can such different motor effects be 
produced by the same kind of lesion. The dura¬ 
tion of hysterical motor symptoms will of course 
vary with the suddenness and severity of the 
vascular change and according to its after-effects. 
We cannot expect a sudden vascular change to 
occur in delicate nervous tissues and cells without 
more or less damage to the nutrition on the one 
hand, or irritation or even partial destruction on 
the other. Then,-again, the severity and duration 
of a certain proportion of these cases lead one to 
conclude that exudation also takes place after the 
manner of an erythema or urticaria of the skin, and 
this may leave behind it a damage, especially in 
susceptible centres, sufficient to produce more or 
less permanent abeyance (paresis) or irritation 
(spasm) of function. In infirmary work one meets 
perhaps with an unduly large proportion of such 
prolonged cases; I remember one case of a woman 
who was quite cured by appropriate measures after 
hysterical paraplegia of eleven years’ duration, and 
another case of a man who, although he could 
move his legs, had completely lost all power, or 
rather idea, of walking for many years, and who 
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was similarly cured.* In both of these cases there 
existed a permanent defect in the ideo-motor 
centres which were finally re-educated. 

But, secondly, you may well ask how is it that 
one kind of lesion can produce such different 
effects—paralysis in one patient, tremor or clonic 
spasm in another, and tonic spasm or contracture 
in another, and sometimes all three in one patient 
within a very short time of one another ? In the 
answer to this question lies perhaps one of the 
strongest proofs of the correctness of the view I 
have laid before you. Neurologists are now agreed, 
at any rate as regards lesions in the brain, that 
paralysis is an evidence of a complete destructive 
lesion of the centres involved; that rigidity (primary 1 
rigidity, not that due to descending lesions) is an 
evidence of a definitely irritative lesion, while 1 
tremor or clonic spasm is met with when there is a 
partial damage, /. e. an incomplete destruction or 
incomplete recovery. Now each of these three | 
anatomical conditions would undoubtedly be met 
with in some degree in different stages and degrees 
of the vascular changes to which I have referred, 
and thus we meet with abeyance of function in 
some cases, irritation in others, and incomplete 
damage in others. Consequently we meet with 
examples of all three kinds of motor disorders in 
hysteria though the actual lesion is the same, viz. 
a vascular one in all. But a glance at the table I 
gave you at the outset will show that tremor and 
clonic spasm are far the most frequent of the three 
kinds of hysterical motor defects (187 compared 
with 56 paralytic and 69 contracture cases). Now 
this is just what one would expect from a partial 
damage of the kind we are dealing with, /. e. con¬ 
gestions or anaemias which do not produce the 
total destruction resulting from an embolism, nor 
the severe irritation and inflammation resulting 
from a haemorrhage. 

We now come to the important question of the 
localisation and limitation of these hysterical . 
lesions. A careful study of all the motor sym- 1 
ptoms met with in hysteria renders it obvious that 
the lesion or defective function is situated some¬ 
where in the motor part of the nervous system 1 
between the ideo-motor areas of the cerebral cortex 
and the termination of the lower motor neuron in 


* ‘The Lancet,’ 1889, vol. ii, p. 792. 


j the voluntary muscles. That the lesion is not 
I situated in either the muscles themselves or in the 
peripheral nerves is evidenced by the facts—first, 
that there is practically never any change in nutri¬ 
tion or volume of the affected muscles excepting 
[ very occasionally slight atrophy or hypertrophy from 
deficient or excessive use; and, secondly, that no 
electrical changes characteristic of such lesions 
have ever been observed even in flaccid paralysis. 
Iam not prepared to say that the anterior multi¬ 
polar cells in the spinal cord are never irritated or 
nutritionally affected, but never sufficiently to pro¬ 
duce a flaccid and atrophic paralysis with Erb’s 
reaction of degeneration, which, as you know, are 
the three features of lesions in the lower motor 
neuron. In point of fact I have often seen cases 
of hysterical spinal irritability which Professor 
Charcot has described under the term “strych- 
ninism ” *; and other cases presenting evidences 
of a transient more or less generalised change of an 
irritative kind in the spinal cord, some of those cases, 
for instance, of hysterical tremor which so exactly 
resemble disseminated spinal sclerosis. But I 
have never seen a case which was at all consistent 
with any kind of lesion in the peripheral nerves or 
muscles. 

On the other hand everything points to the 
lesion or defect being in the central nervous 
system. In the first place it is the motor disorders 
of hysteria which in their clinical features so closely 
resemble, or as some say mimic + cases due to 
[ localised gross lesions of the central nervous sys- 
I tern in the distribution of the paralysis, spasm, or 
I other symptoms. Indeed, one can apply the same 
rules to determine their localisation, and the 
I difficulty of deciding whether a lesion is functional 
or organic is often very great. Evidently this 
clinical resemblance must be due to the fact that 
the same anatomical parts in the central nervous 
system are involved, only with a less severe or 
different kind of lesion in hysterical cases. But, 
further, most hysterical cases present special clinical 
features which at once stamp them as of cerebral 
origin. For instance, in many it is a peculiar 
purposive movement of a joint that is deficient 
(paresis) or excessive (tonic or clonic spasm); in 


* Loc. cit. French edition, tome iii, pp. 35—39. 
t ‘ Sir James Paget’s Lectures and Essays,’ edited by 
Howard Marsh, London, 1879. 
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others (as in the case you have just seen) paresis of 
a limb is associated with a horizontal band of 
anaesthesia around the paralysed joint, while in 
other cases there is some other feature which indi¬ 
cates their cerebral origin. These considerations 
lead one to the conclusion that hysterical motor 
lesions are situated in the central nervous system, 
and in the great majority of instances in the brain. 

Let us now examine the question of the limita¬ 
tion of the lesion a little more closely—a question 
which relates more particularly, you will remember, 
to the more enduring cases, such as that of Evan 
K—. The lesion of hysterical motor disorders is cer¬ 
tainly vascular, and is certainly situated in the 
central nervous system; but why should it be 
located now in one particular place, now in an¬ 
other, and perhaps in a very small part ? We have 
seen that at the time of onset the symptoms usually 
indicate a more or less generalised vascular change 
in the brain. The succeeding symptoms, however, 
often indicate quite a limited and localised lesion. 
In some instances no doubt there is throughout 
the whole course of the case a diffuse cerebral or 
cerebro-spinal irritability—in cases, for instance, of 
widespread or erratic tremor or clonic spasm. But 
in the majority of hysterical motor disorders the 
more enduring paresis, tonic or clonic spasm which 
ensues is of more limited, often a very limited, dis¬ 
tribution, and is obviously the result of a limited 
and localised lesion specially affecting some part of 
the motor area (e. g. of the arm or leg), or even 
some grey nucleus. 

The first thing that occurs to one’s mind is that 
such limited disease is due to a loOal angioneurotic 
lesion in the brain such as those we can see in the 
skin,* and my own belief is that such angioneurotic 
lesions may occur in both brain and spinal cord. 
But, for these the existence of a local vaso-motor 
mechanism would be essential, and the existence of 
local vaso-motor mechanisms in the brain is denied 
by Dr. Leonard Hill.f This author in 1896, 
as one of the results of the extremely valu¬ 
able researches to which I have already referred, 
came to the conclusion that there is no evidence 
of the existence of cerebral vaso motor nerves or of 

* * On Hysterical Skin Symptoms,’ the ‘ Lancet,’ January 
30th, 1904. 

t ‘ The Physiology and Pathology of the Cerebral 
Circulation,’ p. 76, by Leonard Hill, F.R.S. Churchill, 
London, 1896. 


the existence of any local vaso-motor mechanism 
in the brain. Dr. Hill’s careful experiments and 
reasoning seem to be very convincing, but from a 
pathological standpoint it is a little difficult to 
concur in these conclusions, at least as regards man, 
and I understand that they have been doubted by 
some other physiological experimenters. The 
arteries of the brain * are provided, as in other 
parts of the body, with involuntary muscle fibre, 
and it is difficult to believe that this is the only 
part of the body where this tissue has no local 
nervous apparatus. However, pending the solu¬ 
tion of this question as regards the brain, we have, 
I believe, sufficient data to explain the limitation 
of the after-effects of the “ splanchnic storm,” 
without recourse to cerebral vaso-motor mechan¬ 
isms. If careful search be made and the case 
thoroughly investigated, some contributory cause 
can, in my experience, always be revealed which 
renders a certain locality predisposed (susceptible) 
to be affected by the brunt of the vascular storm. 
Among such causes may be mentioned the 
following : 

(1) Certain anatomical peculiarities of the part 
involved. 

(2) Prolonged forced functioning of a centre. 

(3) Previous hysterical or other disease of a 
centre. 

(4) Traumatic or other damage of a centre. 

(5) Reflex effects of traumatism. 

(6) Previous disuse of a limb. 

(1) The commonest form both of hysterical 
paralysis and that due to gross vascular intra¬ 
cranial lesions is hemiplegic in distribution, and in 
both diseases this is no doubt dependent on the 
special position and relations of the lenticulo- 
striate vascular area. Another anatomical pecu¬ 
liarity relates to the grey matter of the cortex. 
The frequency with which transient functional 
damage occurs in the grey matter, and especially 
in the grey nuclei of the brain, is possibly ex¬ 
plained by the relative looseness of this tissue, or 
the higher and later development of its functions, 
and consequently its greater vulnerability. This 
may also account for the frequency with which 
multiple and scattered lesions are met with, for 
these hysterical vascular lesions are relatively 
diffuse and ill-defined, and therefore naturally 
leave behind them damage to several of the grey 
areas or nuclei. 
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(2) Prolonged forced functioning is now a well 
established cause of exhaustion of the nervous 
centres. Even when acting without' hysteria it 
may produce paresis or irritation of nerve centres 
as seen in various occupation neuroses. It may 
therefore certainly act as a contributory factor in 
the localisation of hysterical lesions. This was the 
cause which I believed to be in operation in the 
cases I quoted to you in my lecture on hysterical 
cerebral attacks * where a single faculty of the mind 
was damaged. I have notes of many cases where 
prolonged forced functioning has undoubtedly 
determined the position of a hysterical paralysis, 
contracture, or spasm, and by good fortune I shall 
be able to show you a case to-day—a young girl 
who is a typist—which probably belongs to this 
category. 

(3) In a number of patients who have been 
repeatedly attacked by some motor disorder, even 
at long intervals, I have noticed that the same , 
limbs are affected each time, though not necessarily 
by the same form of motor disorder. In other 
instances hysterical disease supervening on organic 
disease will specially involve the centre previously 1 
damaged. These and other circumstances have j 
led me to infer that previous disease, whether of 1 
an hysterical or organic nature, renders a centre } 
more vulnerable. Each case must be considered I 
on its own merits in regard to the contributory 
cause of localisation and limitation, and I wish now 
to return to the case of Evan K—, which presents 
special interest andj>erhaps special difficulty in this | 
regard. Here the splanchnic storm, which occurred 
three weeks after the accident, and was for the first 
twelve hours generalised, especially in the right 
hemisphere, left behind it a complete paralysis of 
motion and sensation in the left arm only. The 
three contributory or localising causes just named 
could hardly have been in operation here, but there 
are three others which merit consideration in con- j 
nection with this case. 

(4) As regards direct traumatic damage it might 
be argued that his left arm centre in the right 
hemisphere was slightly damaged by contre coup at 
the time of the accident, and though this was not 
evident at the time yet it might have been 
sufficient to produce susceptibility. I have seen a 
case where a stab on the left side of the head over 

* Clinical Journal, May 25th, 1904. j 


the leg centre was subsequently followed by an 
hysterical storm and clonic spasms of the right leg. 
But in the case of Evan K— you will remember 
that the left shoulder received the brunt of the fall 
and that he struck the left side of his helmet, 
which fully protected his head from local injury, so 
it could not have been direct cerebral damage. 

(5) Another possible localising factor exists in 
this case in the reflex effects on the brain of a severe 
injury to a joint such as have been suggested to 
occur in the spinal cord consequent on a joint lesion. 
You are aware that the amyotrophic paresis which 
sometimes follows severe joint lesions has been 
attributed to reflex effects on the spinal cord.* It 
is certainly curious that both of Professor Charcot’s 
cases to which I have alluded and my own case 
should have dated from an injury to the shoulder- 
joint of the paralysed arm. It is also worth 
mentioning that in one of Professor Charcot’s 
cases after recovery a blow on the shoulder during 
the hypnotic state produced the exact counterpart 
of the paralysis and anaesthesia, and that it per¬ 
sisted for several hours after waking; similarly a 
blow on the elbow produced paralysis and seg¬ 
mental anaesthesia to the level of this joint, and 
the same as regards the wrist. I saw these 
experiments myself, and have no doubt whatever 
as to the bond fides of both the patient and 
operator. Sir Benjamin Brodie + in 1837 recorded 
cases of hysterical contracture of a finger following 
a scratch on that finger, and Professor Charcot has 
recorded several cases of hysterical contracture of a 
joint following injuries to the joint. The latter 
describes three cases J of hysterical contracture 
so produced which very closely resemble our case 
excepting in the joints which were affected, and 
that contracture followed in lieu of paralysis. 

(6) In the case before us there exists another, 
and to my mind still more probable localising 
factor in the prolonged disuse of K—’s arm, which 
he had worn in a sling for three weeks just before 
the hysterical seizure. It has been well known 
ever since the days of Sir Benjamin Brodie (loc. 
cit.) that both contracture and paresis of an 
hysterical type may be determined by the enforced 
rest produced, for instance, by the application of 


* Lefort, Charcot, and Valtat, loc. cit. 
f ‘ Lectures Illustrative of Local Nervous Affections,’ 
Sir Benjamin Brodie. London, 1837. 

X Loc. cit., pp. 34, 86, 90, and 100. 
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fracture splints or other surgical apparatus. And I 
have just now mentioned facts showing that pro¬ 
longed forced functioning may also determine the 
seat of various hysterical motor disorders. Both 
prolonged rest and prolonged functioning un¬ 
doubtedly impair the nutrition of the neuro¬ 
muscular apparatus, and either may undoubtedly, 
in my belief, constitute a definite localising factor 
of the more enduring damage after the more 
diffuse and generalised storm has passed away. 

In conclusion, I should like to show you a case 
which not only exemplifies one of the many 
varieties of attacks met with in hysteria, but also 
illustrates I believe the influence of prolonged 
forced functioning of a motor centre in determining 
the chief seat of the mischief resulting from the 
cerebral vascular disturbance. This girl, F. G—, is 
18 years old. She is a typist, but has got into the 
bad habit of using the right arm and hand almost 
exclusively. She first came under my care about 
a year ago for curious attacks of violent trepidation 
and clonic spasm of the right arm, which some¬ 
times spread to the left. These gradually got 
better under treatment, and she remained well 
until two months ago. Since then she has had 
several curious seizures, which I will ask her and 
her mother to describe to you in their own words. 
The patient says : “ I first feel weak and ill all 
over, and a sinking comes in my stomach ” (the 
epigastric aura). “Then I feel bad in the throat, 
in which there seems to be a lump, which takes 
my breath, so that I have great difficulty in draw¬ 
ing my breaths, and I make a loud gasping noise : 
the shaking of the right arm then comes on ; all 
the time 1 know quite well what they say but I 
cannot speak to them, my mind is so confused ; I 
feel a sharp pain under the heart, which beats, very 
violently. 7 ’ Her mother voluntarily states that 
“ She goes quite pale before the attack, but soon 
afterwards gets very red and swelled in the Tape, 
and purple and black under the eyes: her breathing 
seems to stop and her neck gets red and swelled 
up each side; her arms and legs also get red and 
swell so much that the sleeves get quite tight on 
the arms, and the garters on the legs, which cut into 
the flesh till we undo them : she then perspires all 
over profusely.” The whole attack lasts for a 
quarter of an hour or so, consciousness being re¬ 
tained throughout. The convulsive movement in 
the right arm may continue for several hours after 


the attack has completely ceased. After an attack 
| she feels very sleepy, and sometimes sleeps for a 
whole day after the right arm has stopped shaking. 
In this patient (i) the diathesis (i.e. the predis¬ 
position) is well marked, and is hereditary and 
inherent; (2) she has been anaemic and very much 
out of health lately ; therefore (3) any emotional 
excitement—such as going to a school treat—will 
determine an attack. In the attack the splanchnic 
area dilates, the skin gets pale, and the mind con¬ 
fused ; this is the essential or first stage. This 
stage is rapidly succeeded by splanchnic con¬ 
striction, the consequences of which are most 
| marked in the skin. Her attacks are fairly 
typical of their class, excepting in the extremely 
marked swelling and redness of the surface of the 
body, and the limitation of the movements to the 
arms. I was fortunately able to witness one of 
her seizures in the out-patient room. There was 
no doubt about the marked swelling and redness 
of the skin which occurred, and it appeared to me 
that this was partly due to a transient spasm of the 
glottis and the consequent partial asphyxia. It 
was also partly due to the reactionary constriction 
of the splanchnic vascular area, for I was able to 
observe the oscillatory redness and pallor of the 
surface which rapidly succeeded each other through¬ 
out the attack. The legs did not move at any 
time either during or after an attack, but the arms, 
especially the right," were affected by clopic move¬ 
ments much of the same kind as those employed 
by typists. In the right arm these persisted long 
after all other signs of an attack had passed. In 
other words the generalised vascular storm in the 
brain left behind it a damage which was located in 
the arm centres, most marked in that of the right 
arm ; and this localisation appears to me to be 
due mainly to the prolonged forced functioning to 
which these centres, and especially that of the 
right arm, have been subjected in the course of 
her occupation. It may also partly be due to the 
hypersensitiveness of these centres left by her 
previous attacks. In nearly all cases I have met 
with careful investigation will reveal some such 
predisposing or localising causes as those I have 
mentioned. 


Messrs. Longmans have sent for notice a copy ol 
Mr. W\ Bruce Clarke’s little book entitled ‘ The 
Meaning of a Modern Hospital.’ 
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A CLINICAL LECTURE 

ON 

SECONDARY INFECTION OF THE 
LYMPHATIC GLANDS IN MALIGNANT 
DISEASE OF THE TONGUE.* 

Delivered at St. Bartholomew’s Hospital, 

By CHARLES BARRETT LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen,— I am going to lecture to you to¬ 
day on the subject of secondary infection of the 
lymphatic glands in malignant disease of the tongue. 
I have chosen this topic for two reasons. First of 
all, it is a dreadful disaster to the patient for any¬ 
one to overlook a gland which contains cancer. If 
that gland is overlooked, whatever else may be 
done, the patient is left with cancer in his body, 
and that cancer inevitably grows along the lym¬ 
phatic channels into other glands; it grows within 
the capsule of the gland until the whole capsule is 
filled with cancer, and then it grows through the 
capsule of the gland and into the surrounding 
tissues. By the time this has occurred there is so 
much cancer in the patient's body that removal is 
almost certainly out of the question. To attempt 
it may end in disaster, and it is sure to end in 
making the patient desperately ill; it is almost 
certain to end in increasing his suffering. Now 
there is another reason why I think it right to 
speak upon this subject, and it is to draw your 
attention to something which you can do now, and 
which you cannot easily do hereafter. You will 
agree with me that your knowledge of the anatomy 
of the lymphatics and of the lymphatic glands is 
vague. First of all, the subject is not very fully 
treated of in the text-books on anatomy usually 
placed in your hands; and in the next place, in 


* We are indebted to Messrs. A. Constable and Co., 
Westminster, for the illustrations accompanying this 
lecture. They are from the authorised English edition of 
‘ The Lymphatics/ translated by Mr. Cecil H. Leaf. 
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the dissecting-room the lymphatics are not easy to 
see. You may discern the largest lymphatic glands, 
and you may see the smaller ones if they are en- | 
larged, but many of the lymphatic glands which ■ 
are apt to be infected in the course of cancer are 
not seen at all in the dissecting-room. They may 
be too small, and as I shall presently show you, 
they are in numerous out-of-the-way places. Next j 
as regards the lymphatic channels. Who sees the j 
lymphatic channels ? I venture to think that there j 
are many gentlemen in this room who have passed 
their College examination, and perhaps their j 
•Fellowship, and probably the only lymphatic j 
channel they have seen has been the thoracic , 
duct. And I venture to think that they have not ! 
seen that very easily and well. The reason is, that J 
the lymphatic channels are exceedingly small, they 
have very thin walls, and when they are collapsed ' 
they are very difficult to see and find. The know¬ 
ledge of the distribution of the lymphatic channels ; 
is gained in two ways. One is by injecting the 
lymphatics with something. Sappey was one of the 
first who really made a mark at this subject, and j 
he worked assiduously at the lymphatics by inject¬ 
ing them with mercury. And if anyone is in Paris 
they should go to the Dupuytren Museum, where 
they will see his beautiful specimens. When I j 
was a pupil of Dr. Klein, many years ago, we used 
to inject the lymphatic glands with Prussian blue; 
a hypodermic needle was passed into the gland 
and a solution of Prussian blue was forced into it, 
and it went along the lymphatic channels. Later 
the method of injecting dyes has been further ! 
elaborated by Gerota, who has added considerably 
to our knowledge. But now I am going to tell 
you another way in which you should acquire a 
knowledge of the lymphatic glands, and often in 
my experience it is better and more useful than 
anatomical methods. I mean the clinical method. 
For instance, I shall shortly tell you about a lym¬ 
phatic gland which you ought always to look for, but 
which in the latest work on the lymphatic glands 
is only marked in one of the pictures as, I think, j 
a lymphatic nodule on the track of the lymphatics | 
(v. Fig. 2 , e). And if any of you wish to pursue this ( 
very important subject further, I would draw your i 
attention to a book which was issued towards the 
end of last year on the subject. It is called 
‘ The Lymphatics/ and it is part of a great work 
on Anatomy which has been prepared under the 1 


superintendence of Professor Poirier. This par¬ 
ticular part of the work has been exceedingly well 
translated by Mr. Cecil Leaf. The general 
anatomy of the lymphatics was written by Dr. 
Delamare. Observe as regards these lymphatic 
glands that your opportunities are now. If you do 
not seize every possible opportunity you now have 
of looking for lymphatic glands, and investigating 
them, and knowing where they are situated clinic¬ 
ally, you will not hereafter have the opportunity, 
and if your attention is not drawn to the matter, 
as I am endeavouring to do, perhaps you will 
never look for them. You may not think it is a 
necessary part of your profession. I will tell you 
one other reason why I think this knowledge of 
the infection of lymphatic glands is so important. 
It is this. Supposing a person has a sore upon his 
finger or toe, the lymphatic infection from that 
sore pursues a definite course. You trace it 
probably along the lymphatic channels, and you 
would look for it with certainty in the nearest 
lymphatic gland. For instance, for the arm it 
would be the epitrochlear gland, in the leg one 
would feel in the popliteal space, and so on. But 
in the case of the lymphatic glands of the tongue, 
it is perfectly true that as a rule they are infected 
in proper order, that is to say the nearest ones are 
infected first. But you cannot in the least degree 
rely upon this, because infection of the lymphatic 
glands in carcinoma of the tongue may be quite 
erratic. For instance, I will narrate to you a case 
which may help to impress the matter upon your 
minds. A very old lady came with epithelioma on 
the edge of her tongue, far back. I think she was 
seventy-nine years of age. The epithelioma, as far 
as could be ascertained, had not infected any of 
the neighbouring lymphatic glands. The pillar of 
the fauces was cut through, and the epithelioma was 
removed with a margin of three-quarters of an inch 
all round. For a year afterwards nothing happened; 
the operation was recovered from, and this very old 
lady appeared to be quite well. But a year after¬ 
wards she came, not with a growth of epithelioma 
in her tongue, and not with a growth under the 
angle of the jaw, which would be the nearest part, 
but on the opposite side of the neck. I will tell 
you of another case which may help you to think 
of this. A man had had a tooth extracted because 
of toothache, and then he had something grow 
from the socket of the tooth. The growth was 
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accompanied by intense pain ; a portion of the 
growth was removed and examined by an expert, 
who wrote back saying that the growth was epithe¬ 
lioma and that it ought to be removed at once. I 
mention that little point to you as a warning, 
because this expert was going beyond his province; 
he was ask,ed to give an opinion on that which he 
could see; he was not asked to give an opinion on 
a thing which he had never seen. Had he seen 
the patient he would have known that he had on 
the opposite side of the neck a mass of enlarged 
glands, which without doubt was epitheliomatous 
too, and no operation could have been done for 
his benefit. So unless you are aware of this fact 
you may, given a person with a small epithelioma of 
the tongue, be guided by your ordinary rules in the 
examination of the patient, and pay great attention 
to the nearest lymphatic gland, and forget to look 
on both sides of the neck. I have often observed 
that difficulties were encountered in the diagnosis of 
epithelioma of the tongue. As you are aware, epi¬ 
thelioma of the tongue generally appears upon the 
side of the tongue. My own idea is that epithelioma 
is some form of infective disease ; that the first step 
towards infection is some sore or abrasion, so that 
the infection can get in, and that when the infection 
gets in it produces its result as an epithelioma. 
One has so often been struck by seeing people who 
had chronic syphilitic ulcer of the tongue for 
several years, and who have gone on sometimes 
getting a fresh ulcer and sometimes the old ulcer 
healing, and then at last getting an epithelioma. 

I was struck, I remember, with a patient who 
came with a chronic ulcer on the dorsum of his 
foot, and said he had had it twenty years. To 
look at, it was an ordinary ulcer which had been 
invading the skin, and had become attached to the ; 
bone. It was epitheliomatous. He had a huge | 
mass of epitheliomatous glands in his popliteal | 
space, and others in Scarpa’s triangle. Confronted 
with such an epithelioma, I have often observed j 
that students were not clear upon one fundamental I 
point. One asks, “ Has that man got epithelioma ?” 
The answer is yes. Why? Because he has got | 
an ulcer with undermined edges, or something of 
that kind. But have not you a better reason than | 
that ? The reason is that he has got a tumour , and ; 
until you can satisfy yourself that he has got a 
growth how can you say that he has got an epi- | 


has got an ingrowth of epithelial tissue? He 
must have a tumour ; and you must be able to 
recognise that tumour in its very early stages. If 
you do not the growth of it is inevitable; its ex¬ 
tension is inevitably along the lymphatic channels, 
and there will be a fatal ending unless you diagnose 
it soon. So your responsibilities are very great in 
this respect. How would you proceed if the 
tumour were very small and the ulcer slight? 
Remember it is so important to diagnose it early. 
In the out-patient department you must have seen 
how we proceed over and over again. A little 
cocaine is put on the edge of the ulcer, and a piece 
snipped off and examined microscopically. Think 
if you diagnose epithelioma in its early stages how 
much simpler and safer the operation becomes. 
At this early stage a portion of the tongue can be 
cut out wide of the disease, and in the early stages 
the mouth can be properly prepared, and if the 
operation is well managed the wound can be closed, 
and, as a rule, will heal by first intention. I am 
now telling you something which is not quite in 
accordance with that which is usually taught. 
There is still a tradition that you ought not to 
close wounds in the mouth. In my experience 
you can safely do that with catgut, provided you 
take great pains in disinfection ; you should apply 
iodoform to prevent the wound becoming infected. 
The danger used to be lest such conditions as 
erysipelas and cellulitis of the floor of the mouth 
and«of the pharynx should be set up, or cellulitis 
of the neck. But that is not a danger which is 
present in people’s minds now. What other clinical 
characters can you look for in epithelioma of the 
tongue besides the presence of a tumour which 
degenerates and ulcerates ? It has the usual 
characters of malignant disease. A growth which 
began in the mucous membrane, if it has attained 
any size, will have spread into the muscle of the 
tongue, where you can feel it. Next, being very 
vascular it bleeds a good deal; it is sure to bleed 
And next, perhaps because it grows into the nerves 
themselves, it is attended with great pain. If you 
find this particular character in an ulcer surely 
you must be very suspicious as to its nature. One 
asks students why they think it is an epithelioma, 
and they say that the ulcer is epitheliomatous 
because the glands are enlarged. But glands 
are enlarged in so many diseases that that 


theliomatous growth or an epithelioma, or that he 


is not a very helpful sign. They are probably 
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enlarged in epithelioma for two reasons—first, 
because along the lymphatic tracts of the epi¬ 
thelioma some septic absorption takes place and 
the glands become septic; secondly, the usual 
reason is that they have got cancer growing in 
them. There are a few troubles in the tongue 
which you ought not to mistake for epithelioma, 
but it is often exceedingly difficult not to mistake 
them. For instance, gumma of the tongue. That 
ought not as a rule to be mistaken for epithelioma. . 
The gumma is a lump in the substance of the 
tongue, and at the beginning covered with mucous 
membrane, and the centre of this gumma is in a 
condition which indicates degeneration. The 1 
gumma spreads to the mucous membrane, and the , 
mucous membrane undergoes degeneration ; then 
the contents run out and leave a sort of crater. 
Occasionally tubercle of the tongue occurs, but I 
do not think you often mistake that for epithelioma. 

It is usually very acute, and it will usually be pos¬ 
sible to find the tubercle bacillus. In addition, 
the people I have seen with tubercle of the tongue 
have got tubercle elsewhere—in the pharynx, in 
the larynx, or in the lungs. Still, there are occa¬ 
sions on which this condition may be very hard to I 
diagnose. I will not mention any of the rarer j 
conditions, but I would draw your attention to a | 
source of error which occurs very often, and has | 
occurred only in the last fortnight. If you look 
at the margins of anybody’s tongue you will see 
the foliate papillae, and you can trace them*in 
front of the anterior pillar of the fauces, and can ; 
see there on the edge of the tongue some deep 1 
grooves with the projections between. I do not , 
know whether, as Krause suggests, these are the I 
continuations of the circumvallate papillae of the | 
tongue, or whether, as is said in the last edition of I 
that most excellent and most accurate book ‘Quain’s 
Anatomy,’ they are an analogue, or at any rate re¬ 
semble, the papillae foliatae of the rabbit. Sometimes, ' 
if you look at the margin of the tongue far back you 
will see these projections rather red, and perhaps 
ulcerated. They get into this condition in people 
who do not keep their mouths particularly clean, 
and who in addition are wearing a quantity of ill- 
fitting false teeth. The diagnosis is easy. When 
you feel the epithelioma it is exceedingly hard ; it 
is a tumour consisting of epithelium, and therefore 
you can understand it being very hard. Have you 
ever thought how hard epithelium is ? The surface 


of the body is covered with a very thin epithelium 
which turns aside scratchings, rubbings, antiseptic 
lotions, and so on, it is so very tough. You can 
easily believe that when a portion of this grows 
down into the substance of an organ like the 
tongue, you can feel this hardened, thickened epi¬ 
dermis, almost cartilaginous in its hardness. I. 
should be inclined to think epitheliomatous 
tumours anywhere are hard ; certainly cylindrical 
epithelioma of the rectum is very hard. 

You are sure to have opportunities in the various 
departments of looking at the mouths of out¬ 
patients, and most of them have exceedingly well- 
marked papillae foliate. The papilla foliata, when 
it is enlarged, is soft, not hard. Another thing is 
that they have one on the opposite side of the 
tongue, so it is a mistake into which no one ought 
to fall. 

I said just now that the enlargement of lymphatic 
glands did not conform to anatomical rules. Per¬ 
haps it is a little hard on anatomical rules to say 
that, because it may not be the fault of the rules. 
As a matter of fact, I am going to try and give 
you a rule for the distribution of the lymphatics 
of the tongue, and you will see as I proceed 
with my clinical remarks upon the distribution of 
cancer that the cancer does conform very much to 
the anatomical rule. I will put on the board a 
drawing of a tongue. It is very difficult to 
realise what is meant by a lymphatic area. In 
my mind, the lymphatic area of the mucous mem¬ 
brane or of the skin of the body is pictured as a 
sort of sponge ; the spaces are the lymphatics and 
the solid matter in between represents the tissues. 
The only question in my mind is whether I am 
sufficiently accurate, because I believe that the 
abundance of lymphatics in the skin and in the 
mucous membrane is scarcely correctly conveyed 
to the mind by such a simile as this. The 
lymphatic area on the surface of the tongue inter¬ 
communicates everywhere, so that infection starting 
at one side of the tongue will speedily spread a con¬ 
siderable distance ( v . Fig. i). Presently I will show 
you how it will spread to the other side of the tongue, 
and I will explain what happened in the case I 
originally mentioned. You will see that there are 
lingual lymphatics which run from the tip towards 
the fraenum of the tongue and empty into a lymphatic 
gland which is situated underneath the mental pro¬ 
cess of the lower jaw (v. Fig. 2,/). That is the sub- 
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mental gland. Think of removing the tip of the 
tongue for an epithelioma and forgetting to exa¬ 
mine carefully under the mental process to see if 
the mental gland was enlarged. In removing 
enlarged lymphatic glands from the neck I always 
make my incision so that I shall be able to get at 
that gland. I imitate Mr. Butlin and turn back a 


the side of that, is the sublingual salivary gland. 
I am not concerned with the salivary glands at the 
present moment. I am speaking now of a gland 
which lies on the hyoglossus lower down, and it 
lies close.to the posterior edge of the muscle forming 
the floor of the mouth (v. Fig. 2, e). The floor 
of the mouth is formed by the mylohyoid, which is 



Fig. 1 .—-I. Lymphatics of anterior third. 2, 3, and 4. Of middle and back. 5, 7, 8, and 9. Efferent trunks. 
6. Lymphatic from soft palate. (After Sappey.) 


flap with its apex at the mental process and its 
base at the anterior border of the sterno-mastoid, 
and I do not think I have quite done my duty 
until I have’looked at the submental gland not 
only on the affected side but also on the opposite 
side. It is easy to get at them, and it is an 
essential step in the operation. I am now coming 
to another gland. Take the lymphatics in the 
middle third of the tongue. You know, lying on 


sometimes called the diaphragm of the mouth. 
And this little gland lies close to the edge of the 
mylohyoid. Over and over again I have seen these 
glands overlooked in epithelioma of the tongue, 
they are overlooked because people are not aware 
of the extreme difficulty of feeling lymphatic 
glands. As a rule lymphatic glands, when they 
are enlarged, are easier to see than they are to 
feel. A patient was brought to Kenton Ward the 
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other day who had recurrent epithelioma of the feel the enlarged gland slip away between the 

floor of the mouth and enlarged lymphatic glands fingers. That manoeuvre ought never toJ 4 be over- 

on both sides of the neck. Many could not looked in an examination of the glands in connec- 

feel the lymphatic glands which were situated tion with epithelioma of the tongue. If you merely 

in the left side of the neck, but they could see put your finger outside you will never /eel any- 

them w r hen the man was placed in a proper thing, because you push any enlarged gland which 

light; they could be seen as little projections be- there may be up into the mouth; you will not feel 


/. 





Fig. 2. — a, b. Apical trunks, c, d. Marginal trunks, e. Interrupting nodule. /, g . Basal trunks. 
h. Principal gland, i. Supra-omo-hyoid gland, j . Submental gland, k. Central trunk. /. Inter¬ 
rupting nodule. (Poirier, Fig. 105.) 

neath the skin of his neck. This little gland on 
the hyoglossus ought to be felt for as a routine 
proceeding in the case of an affection of the tongue, 
and I have often shown you how to feel for it. 

The patient is sat up on a chair, and one finger 
is passed inside the mouth, close to the tongue, 
and the other is put outside the mouth at the 
sub-maxillary triangle. THe fingers are then 
squeezed together, and then you will probably 


it against your finger. You must have something 
to push it against. 

I want to draw attention to another thing in 
connection with secondary infection from malig¬ 
nant disease of the tongue. In this book, which 
is really a most admirable work, there is an ex¬ 
planation of a clinical fact which I was aware of 
and had observed clinically, and have had borne 
upon me in operating for removal of tumours of 
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malignant character in the neck. In one part of , down over the hyoid bone, and passing down 
this book there is a picture of the lymphatic glands 1 over the thyroid cartilage {v. Fig. 3, g, and Fig. 2, 
of the neck. I cannot show you specimens be- / and k). It is depicted making a loop, which 
cause there are none in the Museum, but if some ' lymphatics sometimes do, and emptying itself in 



Fig. 3. — a. Apical trunk. b. Inconstant trunk ending in submaxillary gland, c. Central trunks. 
d. Intra-lingual gland nodule, e. Submaxillary gland. /. Principal gland, g. Central trunk ending 
in supra-omo-hyoid gland, h. Supra-omo-hyoid gland. (Poirier, Fig. 106.) 


individual here will produce some proper specimens 
of lymphatics for the Museum they will be in¬ 
valuable to him and to those who come afterwards. 
In this picture there is shown a lymphatic 
channel arising from the tongue and running 


a lymphatic gland opposite the cricoid cartilage. 
This gland is usually situated upon the carotid 
artery opposite the cricoid cartilage, and at the 
place where the omohyoid crosses the common 
carotid artery. See how* easily you might have 
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been deceived. The lymph from the side of the 
topgue and floor of the mouth is passed down ! 
until it gets opposite the cricoid cartilage, or may 
enter a gland still lower down. Think of the | 
gentleman who says to a patient, “ Oh yes, you | 
have a small growth on the side of your tongue; j 
it is quite small, and I will come and take it away | 
for you.” And then the man will say, “ Will that ! 
cure me?” “Oh yes, you will be quite cured ; you 
•may rely upon that.” Then think of the man 
coming at the end of six weeks and saying, | 
“ Doctor, will you tell me what this lump is down 
near my collar-bone ?” He had had it all along ] 
but it had been overlooked. Your position in the 
matter ought to be different to that*; you ought 
surely to have looked for that -gland. I am now 
coming to another point. The lymphatics of the 
tongue empty themselves into this sub-mental gland 
which you are very apt to overlook. They also 
empty themselves into a gland at the side of the 
tongue, and they sometimes skip the lymphatic 
glands at the sub-maxillary triangle altogether, and j 
pass down and empty themselves far down the 
neck, opposite the cricoid cartilage. I shall now ! 
point out to you some other glands which epithe- ; 
lioma may infect, which are most deceptive, and 
if overlooked, entirely vitiate the operation which 
was performed. I do not know whether >ou have 
seen them, for there is no specimen in the Museum. 
Hut it has gradually dawned upon one’s intelligence 
that there are a number of lymphatic glands on the - 
deep surface of the sub-maxillary salivary gland. 

I took the trouble to look at some of the books 
on anatomy which I possess. It would be un¬ 
just to say that these glands are never men- , 
tioned by the anatomists, but they are merely ! 
mentioned in a cursory way, and possibly in small 
print at the bottom of the page ( v . Fig. 3, e); the | 
anatomist is not a surgeon, and it does not occur I 
to his mind in the same way at all; he does not ^ 
think of removing an epithelioma of the tongue; j 
but if he were to do so and overlook malignant ' 
disease in the lympathics hidden away in the sub¬ 
maxillary gland he would have done his patient very 
ill service and not any good. These particular j 
lympathics to anyone who is going to operate are of | 
the utmost importance. I have seen one of these 
lymphatic glands firmly attached to the under , 
surface of the sub-maxillary gland, and perhaps one j 
or two in its substance. Anatomists may not have 


seen them ; I have seen them because I have seen 
them enlarged in malignant disease. If the 
anatomist has injected for them and investigated 
the matter he will be aware of their existence. If 
you are not aware of their existence, somebody will 
suffer. Supposing an operation is begun for the 
removal of malignant disease in glands in the neck, 
you will observe you are going a long way ; you 
have to remove the sub-mental gland, you have to 
look for this gland on the side of the tongue, you 
have to remove the sub-maxillary gland, and you 
cannot tell whether the gland in its substance is 
enlarged unless you remove it. Then you have to 
go down the neck to the level of the cricoid cartilage 
to see if there are glands in the carotid sheath. 
Remember we are planning out our incision for re¬ 
moving the glands in the neck on definite scientific 
lines. The incision must go forward to the mental 
process, otherwise you will overlook the mental 
gland ; it must go down to the level of the cricoid 
cartilage, otherwise you will overlook the gland at 
the level of the cricoid cartilage; it must go 
back as far as the sterno-mastoid, otherwise you 
cannot remove the next glands which we come 
to, the glandulae concatenate (v. Figs. 2 and 3). 
Concatenated means chained. And there is a 
chain of glands which extends from the base of 
the skull towards the root of the neck, along 
the carotid sheath; they are all round the internal 
jugular vein and the common carotid artery. When 
the glands are enlarged at the base of the skull it 
is a desperate business, and it is practically useless 
to endeavour to remove them, in my experience. 
It may be right to try, but I think whoever tries 
will be foiled in his endeavours. 

Do you remember I said that the old lady who 
had an epithelioma rather far back on her tongue, 
close to the pillar of the fauces, had the recurrence 
situated on the opposite side of the neck ? Clinic¬ 
ally no return could be discovered on the side on 
which the original epithelioma had been, but there 
was no question when she returned about a con¬ 
siderable mass of glands in the opposite triangle, 
underneath the opposite angle of her jaw, around 
the internal carotid artery. How do those 
glands get infected ? These authors to whom 
I have referred have reproduced a very excellent 
picture ( v . Fig.. 1) from one of the finest 
works on anatomy ever published, and that is 
a book which you will find in the library, and 
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which was written by the celebrated Sappey. 1 
If you want to become a very original anatomist it 
is one of the ways of doing it, to read Cruveilhier 
and Sappey, and everyone' will think you are a | 
most original person. This picture of Sappey’s, 
who injected the lymphatics of the tongue with j 
mercury, throws a great deal of light on the matter. 

I will make a sketch showing how the lymphatics 
of the tongue go back. The lymphatics of the 
side of the tongue, as I have repeatedly said, pass j 
down the side into the sub-mental, sub-maxillary, | 
and the glandulae concatenate. Here on the 
dorsum of the tongue are many lymphatics which ^ 


case which ought to be perfectly clear to your 
minds. Here is a picture of the posterior wall of 
the pharynx showing the base of the skull and the 
lymphatics there, and you can see the lymphatics 
emerging from the naso-pharynx close to the pharyn¬ 
geal spine ( v . Fig. 4). Here are lymphatics crossing 
the middle of the neck from side to side behind the 
pharynx. So that there is free intercommunication 
from side to side behind the pharynx itself. One 
more word, and that is to call your attention to 
those lymphatic glands which lie between the pos¬ 
terior wall of the pharynx and the vertebral column. 
In this book there are depicted on each side two 



Fig. 4. — a, b. Retro-pharyngeal glands, d. Deep cervical gland, e . Efferent lymphatic, g. Pharyngeal 
lymphatic passing direct into deep cervical gland. h. Afferents of retro-pharyngeal glands. 
(Poirier, Fig. 96.) 


emerge in front of the epiglottis, and then pass off 
through the wall of the pharynx in relation with 
that very lymphatic structure, the tonsil. Some are 
depicted passing across the middle line of the 
tongue, to reach the opposite side of the pharynx. 
That is the course which the epitheliomatous infec¬ 
tion took in the case of the old lady. Thus you see 
that the glands on the opposite side of the neck 
can be infected almost as easily as those on the 
same side. When once the lymphatics of the 
posterior part of the tongue become the seat of 
cancer there is another way in which the lymphatic 
glands of the opposite side can become infected, 
and I want to draw your attention to these lymphatic 
glands, and for you to begin to study them, other¬ 
wise you will some day be very much puzzled by a 


| large ones and two or three small ones. Those 
I are the retro-pharyngeal glands, and I commend 
| the retro-pharyngeal glands to your attention just 
1 as earnestly as I have recommended the others. 
Those retro-pharyngeal glands get infected with 
tubercule, or in any infective disease of the 
pharynx, naso-pharynx, or of the tonsil. You 
know, as has been shown by Dr. W r alsham, hoy 
common tubercle of the tonsils and lymphatic 
tissue of the naso-pharynx is. It is a very common 
place for tuberculous infection. What does tubercle 
do to these glands when it gets there ? The first 
thing that the bacillus does is what it does in any 
, part of the body—at first inflames it; the gland is 
I palpable and slightly tender. After a while this 
I inflammatory tissue grows and undergoes degener- 
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ation, and becomes converted into a substance 
which is compared to cheese, and called caseous 
material. The caseous material may remain quies¬ 
cent for some time, or may calcify. But more 
commonly it softens and becomes converted into 
tuberculous pus. 

I will cease now, but remember, please, that 
epithelioma is an inevitably fatal disease unless 
dealt with early; it is certain to pass along the 
lymphatics; it will in all probability infect the 
nearest lymphatic gland first, but you cannot 
reckon on its doing so. You do not, as a matter j 
of fact, know which the nearest lymphatics are, and | 
therefore you must make up your mind that it will 
be erratic in its progress. And remember that in 
epithelioma you have to pay attention to the little 
gland on the hyoglossus, the sub-mental gland, the j 
sub-maxillary gland, the cricoid gland, down near 
the cricoid cartilage; to pay great attention to the 
gland on the opposite side of the neck, and to the 
retro-pharyngeal glands. It is a difficult subject, j 
and that is why I have lectured on it. You and I I 
have opportunities in the wards from time to time j 
of seeing people with lymphatic gland enlarge¬ 
ment, and I hope I have said something which 
will make you think. 


We have received from Messrs. Weston and Westall 
a sample bag of their “ Droitwich Brine Crystals.” 
By means of these crystals the benefits of the 
Droitwich brine baths are brought within reach of 
those who are unable to go to Droitwich for treat¬ 
ment. To secure the advantages of this famous 
Worcestershire watering-place in the home of the 
patient all that is necessary is to add these brine 
crystals to the bath. By the use of brine com¬ 
presses relief can be procured in those cases of 
painful joints indefinitely described as rheumatoid 
which so often resist the ordinary methods of 
treatment. These brine crystals offer a most 
useful additional therapeutic measure ready for 
application by the practitioner for combating the 
stiffness and pain consequent upon dislocations 
and severe sprains, and it is surprising how rapidly 
in some cases the interference with function which 
is so apt to occur passes off completely. Not only 
in the home treatment of rheumatic gout and allied 
affections will these crystals be found of value, but 
also in anaemia and strumous complaints. 


A CLINICAL LECTURE 

ON 

THE DIAGNOSIS OF TUMOURS OF 
THE SPINAL CORD. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, Queen Square, March nth, 1904, 

By ALDREN TURNER, M.D., F.R.C.P., 
Physician to Out-patients, King’s College Hospital, and 
the Hospital for the Paralysed and Epileptic, 
Queen Square, W.C. 


Gentlemen, —I propose to-day to make a few 
remarks upon the diagnosis of tumour of the 
spinal cord, as there are two cases, which I shall 
bring before you, of successful Temoval of tumours 
in this locality. Before commencing my remarks 
upon diagnosis, I think it best to record the 
histories and clinical examination of the cases, and 
to show you the patients, as the results of operative 
treatment have been highly satisfactory; the first 
patient being quite well six months, and the second 
eighteen months after removal of the tumour. 

Case i. Echinococcus cyst pressing upon the spinal 
cord at the level of the fourth dorsal segment; ofera- 
tion; recovery. —C. P—, female, set. 21, was ad¬ 
mitted on July 27th, 1903, complaining of inability 
to walk, a dead feeling from the level of the breasts 
downwards to the feet, and difficulty in passing 
water. Complaint was also made of a sensation of 
pain across the shoulders and under each breast 
when she attempted to move or sit up from the 
recumbent posture. 

There was nothing of importance in either the 
family or the personal history of the patient, and 
she had never lived out of England. In October, 

1902, she began to have “rheumatic pains” in the 
neighbourhood of the left shoulder-blade. This 
pain was usually constant, but at times shot through 
to the left breast. In January, 1903, she noticed 
for the first time numbness in the feet and toes, a 
sensation which gradually passed up the legs on to 
the body and finally reached the chest in April, 

1903. Concurrently with the numb feeling she 
noticed a heaviness of, and a disposition to drag, 
her legs, which gradually increased. She first 
observed some difficulty in voiding urine, and 
constipation, towards the middle of March, 1903. 
In April, 1903, when admitted to the Tottenham 
Hospital, she w*as able to walk, but with difficulty. 
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There was numbness and loss of feeling from the 
level of the breasts downwards. There was also 
an occasional sharp pain across the shoulders and 
under the breasts. She was unable to voluntarily 
pass either urine or faeces, requiring catheterisation 
and enemata. During the three weeks of her stay 
in that hospital she improved so far as to be able 
to walk with only a slight dragging of the left leg, 
and the shoulder pain had quite disappeared. 

During May, 1903, apparently as the result of a 
chill, she noticed an increase in the loss of power 
of the legs, and in about a week she was unable to 
walk or stand. The pain in the shoulder returned 
and the loss of feeling increased. There was again 
complete retention of urine. From this time she 
dated the onset of “ cramps ” and “ jumpings ” in 
the legs, especially at night and on attempts to 
make water. The jumps were of the nature of 
spasms, which fixed her limbs in either a flexed or 
extended position. 

When admitted to the National Hospital for the 
Paralysed and Epileptic on July 31st, 1903, she 
was unable to stand. The movements of the head, 
neck, and upper limbs were well performed. Lcnver 
limb: there was no wasting, but the limbs were 
rigid, with an entire absence of any voluntary 
power over them. There were occasional spasms 
of the muscles, and also considerable adductor 
rigidity. Trunk: the recti abdominales felt firm 
and rigid ; she was unable to sit up in bed, and 
there was no movement of the muscles on attempt¬ 
ing to sit up, and no rising of the umbilicus. 

Special senses and cranial nerves were normal. 

Sensation .—Subjectively there was a feeling of 
“ deadness ” from the feet up to the chest, and 
there was pain round the chest and below the 
breasts on movement. There was complete loss 
of tactile sensation, on the right side from the sixth 
rib and on the left side from the fifth rib down¬ 
wards, with the exception of a portion of the 
sacral root areas more especially on the right side, 
where tactile sensation was merely defective, and 
also upon the soles of the feet. Painful sensation 
was completely abolished from the line of tactile 
anaesthesia downwards to the feet. Thermic 
sensibility was abolished from the line of tactile 
anaesthesia, and defective as far up as the third 
intercostal space (see chart). 

The sense of position was lost, and the muscle 
pain sense diminished over these areas. 


Reflexes of arms, natural; knee-jerks, exagge¬ 
rated ; double ankle clonus; plantars of the 
extensor type; abdominal and epigastric reflexes 
abolished. 



The shaded portion indicates complete anaesthesia, 
. analgesia, and thermo-anaesthesia; the dotted zone 
indicates a belt of defective sensation of tempe¬ 
rature. 


Spine. —There was no curvature, but there was 
some pain on movement, and tenderness on per¬ 
cussion from the second to the sixth dorsal spines, 
more especially over the third and fourth spines. 

The other systems were normal. 

Operation. —Mr. Ballance performed laminec- 
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tomy on August 8th, 1903, and evacuated a large 
echinococcus cyst containing innumerable daughter 
cysts; and the patient has made a complete and 
uninterrupted recovery, and is now (March, 1904) 
able to walk freely without lameness or discom¬ 
fort. The pressure of the cyst was mainly upon 
the fourth dorsal segment of the cord, outside the 
theca, which formed part of the wall of the parent 
cyst. 

I am indebted to Dr. Grainger Stewart for the 
notes of the case. 

Case 2. Myxomatous tumour pressing upon the 
spinal cord at the level of the sixth dorsal nerve roots , 
and causing paraplegia; operation ; recovery .—This 
is the case of a man who was admitted to the 
hospital under the care of Dr. Beevor in May, 
1902, and who kindly transferred him to my care. 
He stated that he had been losing power, origin¬ 
ally commencing in the right leg, but subsequently 
also affecting the left leg, for about seven months. 
In addition to the motor weakness, which entirely 
prevented him from walking or standing, he com¬ 
plained of a dull aching pain in the back, but did 
not suffer from pains of an acute or lancinating 
nature. The knee-jerks were exaggerated, and 
there was a double extensor response from the 
soles of the feet. 

Upon admission to the hospital, sensation was 
carefully tested, with the result that it was found 
that he had defective sensibility up to one and a 
half inches above the umbilicus, in other words, to 
about the level of the eighth dorsal nerve. Argu¬ 
ing upon the lines that such anaesthesia was 
due to a lesion at or about the sixth dorsal seg¬ 
ment, the diagnosis of tumour pressing upon the 
cord at this level was made. The operation of 
laminectomy was accordingly carried out by Mr. 
Ballance, and a small myxomatous tumour was 
removed from under the arch of the sixth dorsal 
vertebra. Recovery was most satisfactory, and he 
has been at work up to the present date (March, 
i9°4)- 

These extra-thecal cases are very satisfactory, 
inasmuch as the dura mater is not opened at the 
operation, and there is consequently no effusion of 
cerebro-spinal fluid. The toughness of the dura 
mater prevents the cord from being seriously com¬ 
pressed or destroyed. 

Remarks on Diagnosis. —With those two cases 
before us, I propose to refer to the chief clinical 


points by which the diagnosis of tumour pressing 
upon the spinal cord may be made; because it 
seems to me as if operative interference in this 
locality offers one of the most favourable surgi¬ 
cal procedures in clinical neurology. Operable 
tumours of the spinal cord are not uncommon, so 
that it is necessary to be cognisant of the leading 
symptoms by which they may be diagnosed. 

Tumours within the spinal canal occur in three 
situations: (1) intra-medullary, or within the 
substance of the spinal cord; (2) extra-medullary, 
but intra-thecal> i. e . lying between the cord and 
the dura mater; and (3) extra-thecal ', or lying 
between the dura mater and the laminae of the 
vertebral arches. The intra-medullary tumours 
produce their symptoms by involvement and des¬ 
truction of the white and grey matter of the spinal 
cord. The extra-medullary tumours produce their 
symptoms by pressure upon the conducting tissues 
in the white and grey matter of the cord. 


Intra-medullary Tumours. 

What then are the symptoms pointing to an 
intra-medullary spinal tumour? The common 
locality for intra-medullary tumours is the anterior 
part of the posterior columns and the posterior 
horns. The resulting clinical phenomena are 
comparable in all respects to the symptoms of 
syringomyelia: that is to say, there exists inter¬ 
ference with sensation of such a character that 
tactile sensibility is retained, while sensibility to 
painful and thermic impressions is abolished. 

This constitutes the well-known syringomyelic 
dissociation of sensation ; and if the tumour is 
extensive and grows in a forward direction as it 
usually does, there is in addition muscular atrophy 
from destruction of the anterior horns. So that 
the leading symptom.of tumour within the spinal 
cord is the disturbance of sensation characteristic 
of syringomyelia, *. e . the dissociation of the several 
forms of sensation (touch, pain, and temperature) 
with, especially in the more advanced forms, 
atrophic muscular paralysis corresponding wholly 
or partly to the anaesthetic area. The commonest 
region in the spinal cord for intra-medullary 
tumours is the cervical enlargement, in consequence 
of which the symptoms are primarily referable to 
the upper limbs. The lower limbs as a rule, in 
the early stages, escape. 

But there is a further and important symptom, 
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which, when met with, though not absolutely 
characteristic, is suggestive of a tumour within the 
spinal cord. I refer to the Brown-Sequard sym¬ 
ptom-complex, that is, interference with movement 
of the limbs on one side, and of sensation upon 
the opposite side. The explanation of the Brown- 1 
Sequard symptom is simple, in that it depends 
upon the anatomical relation of the sensory and 
the motor strands in the spinal cord. If a tumour, 
or other destructive lesion, interferes with the I 
lateral region of the cord, for example in the lower 
dorsal portions, there obtains paralysis or paresis 
of the leg upon the corresponding side, associated 
with abolition, or impairment, of sensation on the I 
opposite leg. And the reason is that whereas the , 
motor fibres forming the crossed pyramidal tract | 
decussate above in the decussation of the pyramids, j 
to pass down the same side of the cord, the sensory 
fibres, or some of them, entering from the lower 
limb decussate in the cord at, or shortly after, 
their entrance, and pass up on the opposite side. 1 
Hence it is clear that a lesion, say a tumour, I 
occupying the left lateral half of the spinal cord, 1 
produces paralysis of the left leg and anaesthesia, I 
partial or complete, of the right. So if you meet j 
with a case, or cases, presenting either of these ! 
two series of phenomena:—the syringomyelic 
dissociation of sensation with muscular atrophy, or 
the Brown-Sequard phenomenon,—you are in [ 
many instances dealing with a case of tumour 
within the spinal marrow.* Operative treatment, 
of course, in those cases is not, under any circum¬ 
stances, to be undertaken. 

Extra-medullary Tumours. | 

When we come to look at the other tumours, 
the extra-medullary, we have to consider a clinical 
condition which readily lends itself to operation, 
and, in many instances, with a successful result. 
There are certain general symptoms which charac¬ 
terise a tumour lying outside the spinal cord, and 
one is pain of a characteristic nature, radiating in the 
distribution of the posterior nerve roots, which 
happen to be implicated by the tumour. For | 
example, a tumour involving the left sixth posterior ! 
dorsal root will be accompanied by pain radiating 1 


* The Brown-Sequard symptom is also a common 
phenomenon in syphilitic thrombosis of the spinal blood¬ 
vessels. 


round the left side of the chest at the level of the apex 
beat. Or a tumour involving the lumbar plexus 
will be characterised by pain shooting down the 
leg in the direction of the sciatic nerve. So that 
if a patient complains of pain of an intense character 
radiating over the distribution of posterior root 
areas, and more particularly if on pressing over the 
nerves there is no indication of tenderness, you are • 
dealing with a form of pain which is characteristic 
of a root pain, and, should tabes dorsalis be ex- 1 
eluded, probably due to tumour involving the roots i 
and membranes of the spinal cord. But although \ 
pain of that character is a well-marked symptom of 
tumour pressing on the cord, it is not by any 
means a constant one. There are cases of tumour 
of the spinal cord, which run their whole course 
without such pains. So that the absence of pain 
given other signs characteristic of tumour, does not 
negative the presence of such a lesion. 

Secondly, there is progressive motor paraplegia, 
beginning with a little dragging of one foot, or 
some scraping of the toes. As time goes on there 
is difficulty with the movements of the knee and 
the hip. Later on, transference of the paralysis to 
the other limb, inability to stand, and finally com¬ 
plete paraplegia. A progressive paraplegia, more 
especially if associated with root pains, is therefore 
highly characteristic of a tumour pressing on the 
spinal cord. But a progressive paraplegia, without 
pain, may, as you know, be due to other conditions. 
It is a symptom of disseminated sclerosis as well 
as of so-called primary lateral sclerosis. So when 
one meets with a case of progressive paraplegia it 
is essential to test the state of sensation, for it will 
be found that in cases of tumour pressing upon the 
spinal cord there will co-exist an interference with 
the conduction and appreciation of sensation ; in 
other words, a progressive motor and sensory 
paraplegia co-existing is characteristic of the slow 
pressure which is exerted by a tumour upon the 
cord. Moreover, the anaesthesia will pass from the 
feet upwards in the same way, and perhaps 
coincidently with, the interference with motion. 
And when the cord has received that amount of 
pressure sufficient to produce complete loss of 
power and complete loss of sensation, you will find 
that the level at which the tumour lies is indicated 
by the upper limit of the anaesthesia, hence the 
importance in these cases of ascertaining accurately 
from a series of observations the. upper limit of 
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impaired sensation. This condition is well , 
illustrated in the chart of Case 1 reproduced j 
above. 

Having mapped out the upper limit of the 
anaesthesia you will be* in a position to localise the j 
site of the tumour. It may be accepted as a 1 
general rule, in the dorsal region at all events, that 
the posterior roots enter the spinal cord about two 
inches above their entrance into the spine. So if 
you find the upper limit of anaesthesia correspond¬ 
ing, as in the first case, to the fifth dorsal nerve, 
the tumour is lying approximately under the third 
dorsal arch. The probability is that if you operate 
you will make the incision too low. So if you err 
at all in your operation, err by going a little above 
rather than a little below the probable site. 

Such is the general symptomatology of a tumour 
pressing upon the spinal cord. Is there any 
characteristic symptom by which you may distin¬ 
guish between an intra-thecal and an extra-thecal 
growth ? 1 think that it is impossible to give any 

special diagnostic symptom or sign. There is 
one point, however, which is worth mentioning, 1 
and that is that if a tumour is lying between the 
dura mater and the cord, the amount of destruction 
of the cord is very much greater, the so-called 
compression myelitis is more pronounced, hence 
you will find greater evidence of irritation of the 
spinal cord. There will be cramps and contrac¬ 
tures of the limbs at night, phenomena which you | 
know to be common in myelitis. If in any given j 
case you note contractures, spasms and rigidities, j 
the chances are that you are dealing with an intra¬ 
thecal tumour ; the extra-thecal growths being 
characterised, if not by complete absence of such 
symptoms, at all events by less pronounced signs 
of irritation. 

There is another point which is characteristic of J 
tumours within the spinal canal, especially those 
situated between the dura mater and the spinal 
cord. Suppose a tumour occupying such a posi¬ 
tion and pressing upon the left side of the cord. 

It can only extend in two directions; either up¬ 
wards and downwards, or across the middle line. 

If it grows upwards, but does not involve the 1 
cervical nerve roots, there will be no difference 1 
in the symptomatology, except in so far as to raise 
the upper limit of the anaesthesia. But if it 
extends across the middle line, as it usually does, 
a unilateral will be converted into a bilateral para¬ 


lysis. And this is an important and almost a 
pathognomonic feature of tumour growth. 

There are one or two minor phenomena which 
are of interest in assisting in the localisation of 
the growth. I have told you that the upper limit 
of the anaesthesia is the most important, and I 
may say in addition that it is by far the most 
important indication of the locality of the tumour. 
But you will find a consideration of the abdominal 
reflexes of some value. The superficial abdominal 
reflexes, supra-umbilical and infra-umbilical, are 
abolished on the side on which the tumour lies.* 
For example, a tumour lying at the level of the 
eighth and ninth dorsal nerve roots will abolish 
the supra-umbilical abdominal reflex on one or 
both sides. A tumour lying between the tenth 
and twelfth dorsal vertebra will abolish infra- 
umbilical abdominal reflex. For instance, one 
can readily understand that these reflexes may be 
abolished before paraplegia ensues, and hence in a 
case presenting pains, having the character of root 
pains, but without paralysis, the unilateral absence 
of these reflexes, with the other symptoms to be 
presently noted, may be suggestive of early tumour 
growth affecting the spinal membranes. Secondly, 
there may be pulling of the umbilicus to the 
normal side; that is to say, in a tumour affecting 
the membranes and involving the nerve roots at 
about the ninth or tenth dorsal segments on the 
left side, the umbilicus would be drawn to the 
right of the middle line. This arises from weakening, 
or paralysis, of portions of the rectus abdominis 
on the side of the lesion. With this phenomenon 
may sometimes be associated a loss or diminution 
of the faradic excitability of the affected portions 
of the rectus abdominis.f I mention these points 
because they may be of importance not only in 
locating a tumour before anaesthesia has been w*ell 
established, but as a means of ascertaining the 
cause of the severe root pains in doubtful cases. 

* See Oppenheim, ‘ Deutsch. Zeitschf. f. Nervenheilk.,’ 
vol. xxiv, p. 325. 

t Oppenheim, loc. cit. 


Alcohol Compresses for Relief of Pain.— 

Amrein describes the remarkable relief afforded by 
local application of alcohol in appendicitis and 
spondylitis tuberculosa, as also the rapid retro¬ 
gression of inflammatory processes under alcohol 
compresses.— Jvurn. A.Af.A ., May 7th, 1904. 
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THE PERSISTENCE OF 
SYMPTOMS AFTER NEPHROPEXY 
FOR MOVABLE KIDNEY. 

By FRANK E. TAYLOR, M.Sc., M.A., M.B.Vict., 
F.R.C.S.Eng., 

Pathologist to the Chelsea Hospital for Women, London. 


That the symptoms for which a patient has 
been submitted to the operation of nephropexy for 
movable kidney may persist or recur may be due 
to one of the following three causes : 

In the first place, the symptoms may have been 
due to disease in some other organ and erroneously ! 
attributed to the kidney. Thus the vermiform 
appendix, the gall-bladder and bile-ducts, the Fal¬ 
lopian tube and ovary have each been the offending 1 
organ. In some cases the renal mobility has only 
formed a minor part of a general visceroptosis. 
Even mucous colitis has been known to give rise 
to symptoms which have led to an exploration of 
the kidney! 

Secondly, the kidney may have broken loose 
from its attachments and so have become free or 
movable again. With the inefficient methods of 
fixing the kidney in the early days of nephropexy 
this was not an unusual occurrence. 

Thirdly, the kidney may have been quite securely 
fixed and remain so, but the fixation has been in 
some faulty position, or there has been some other 
fault in the technique of the operation. Amongst 
these faults of technique may be mentioned the 
following: 

(a) The renal pedicle may have become twisted 
during manipulation of the kidney, and the torsion 
of the pedicle may have been retained on fixing 
the kidney, the result being that the kidney has 
been fixed with its anterior surface looking back¬ 
wards, or that the lower pole has been fixed upper¬ 
most, that is to say, the organ has been fixed 
upside down. 

(b) The kidney may have been fixed too low 
down on the lumbar wall. 

It is to the last of these conditions that I would 
especially draw attention in the present paper. 
That the kidney may be fixed in some malposition, 
usually too low down, is a fact which, if not un¬ 
recognised, is at any rate almost entirely disregarded. 
This was the condition of affairs in the cases 
narrated below. In the first case the symptoms 


persisted after the performance of nephropexy. 
The kidney could be readily felt midway between 
the edge of the ribs above and the iliac crest below, 
and was firmly fixed and quite immovable. Re¬ 
operation, with fixation of the kidney in a higher 
position, has sufficed to bring about complete 
cessation of all the symptoms. 

In the second case the dragging pains and fre¬ 
quent micturition due to abnormal mobility of the 
kidney were removed by the operation, only to be 
replaced by a chronic pain like a continuous 
lumbago, which was increased by any movement 
of the trunk, the loin was very tender, and her 
condition was now declared by the patient to be of 
far greater inconvenience than the original pain. 
This was also removed by refixation of the kidney 
in good position. 

The first case is that of a single woman, aet. 37, who 
was admitted into the Chelsea Hospital for Women 
on November nth, 1899, complaining of pain in 
the back and right side, from which she had 
suffered for two years. The pain varied much in 
severity, was aggravated by exertion and diminished 
by rest. It prevented her performing her duties 
as mothers help with comfort; she has often had 
to lie down to obtain relief from the pain, and her 
habits have become very sedentary because of it. 
There has been some pain in passing water, but 
the urine itself has always appeared normal. The 
action of the bowels was irregular, there being 
relaxation and constipation at intervals. The 
menstrual periods were regular, but somewhat pain¬ 
ful. There was no increase of the pain in the side 
during menstruation. 

Except that the right kidney was freely movable 
no abnormality could be detected on physical 
examination. 

On November 20th anaesthetisation was induced 
by the administration of ether. Dr. Giles exposed 
the kidney in the loin and performed nephropexy, 
using three fishing-gut sutures to bind the kidney 
in position. Recovery was rapid and quite un¬ 
eventful. The wound was dressed on the eighth 
day, the stitches removed, and the wound found 
to be completely healed per prtmam. 

Two years later, on November 21st, 1901, she 
j was readmitted to hospital on account of pain in 
I the right side, and stated that since leaving the 
hospital the side felt numb for three months: it 
l then began to be painful and has gradually got 
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worse, especially during the last six months. The 
pain came on in paroxysms and lasted from three 
to five days. These attacks recurred at intervals 
of three to five weeks. The pain commenced in 
the right side and would shoot down into the right 
groin and down the inner side of the thigh to the 
knee. During the attacks the patient had to go to 
bed on account of the severity of the pain, which 
also induced some nausea. 

The urine had varied in amount from fourteen 
to fifty-eight ounces per diem. It had never been 
noticed to contain blood and occasionally caused 
pain on passing. Menstruation was regular, pain¬ 
ful and scanty, and the bowels were constipated. 

The right kidney could be readily felt below the 
right costal margin, having been fixed at the 
previous operation about midway between the iliac 
crest and the edge of the ribs. In this position 
the kidney was as firmly fixed as possible and abso¬ 
lutely immovable. 

As the persistence of symptoms seemed to be 
due to the malposition of the kidney alone—for 
there was now no renal mobility to account for 
them, and there was no other abnormality dis¬ 
coverable on physical examination—Dr. "Giles 
again explored the kidney through an incision in 
the loin. He found the kidney kept firmly in 
place by the three silkworm-gut sutures which he 
had inserted at the previous operation and which ' 
were quite unchanged, although they had been i 
buried in the tissues for two years. These sutures 1 
were cut through, the kidney was brought through 
the wound on to the loin and carefully examined. 
No abnormality could be discovered in the organ 
itself. The kidney was then fixed as high as 
possible by three silkworm-gut sutures, one of them 
being slung round the last rib so as to ensure 
sufficiently high fixation of the kidney. Recovery 
was again uneventful, the wound was dressed and 
found completely healed on the eighth day after 
operation, when the stitches were removed. 

The kidney has since remained in good position 
and quite immovable, and the patient is entirely 
relieved of all her pain. 

The next case occurred in the private practice 
of Mr. F. F. Burghard who has kindly supplied me 
with the following notes : 

Mrs. D—, aet. 29. She had nephropexy per¬ 
formed by a surgeon in London for movable right 
kidney two years before. After the operation she 


lost the characteristic dragging pain and the fre¬ 
quency of micturition which had been her prominent 
symptoms, but she suffered from a continual and 
fixed pain in the loin, which was much accentuated 
on flexion or lateral movement of the trunk. She 
compared it to a continuous lumbago, and it 
caused her far more inconvenience than the 
original pain. There was also so much tenderness 
on pressure in the loin that she was unable to 
wear corsets. 

On examination the right kidney could be felt 
quite plainly in the loin, and was very tender on 
pressure, though not enlarged. It was firmly 
fixed, but so low down in the lumbar region that 
the fingers could be pressed in above between its 
upper border and the ribs. 

As she declared that her life was rendered unbear¬ 
able by the pain, it was determined to cut down 
upon the kidney and attempt to free it and re-suture 
it higher up the lumbar wall, as it was thought that 
the pain was due to the organ being fastened too 
low down. Failing this, the patient begged to 
have the kidney removed. 

The operation was done on March 3rd, 1900, 
the kidney being exposed by a vertical incision 
along the outer border of the quadratus lumborum. 
The connection between the kidney and the lumbar 
wall was most intimate ; the organ had been 
fastened by two silk sutures. It was necessary to 
decorticate the posterior surface of the kidney 
before the organ could be freed sufficiently to get 
it out upon the loin. As it was now quite easy to 
push the kidney up into its normal position it was 
secured there by catgut sutures passing from the 
edge of the capsule through the lumbar wall. 
Four sutures were used. 

The patient made an uninterrupted recovery 
and entirely lost all pain. She is now quite active 
and has had no more trouble. 

In conclusion, it is my pleasant duty to thank 
Dr. Giles for permission to place on record the 
first of these cases, and Mr. F. F. Burghard for 
kindly supplying me with the particulars of the 
second case. 


Phlegmon after Injection of Adrenalin 
and Cocain. —Aronheim reports a case of exten¬ 
sive phlegmon which developed at the spot of 
injection of a mixture of adrenalin, cocain and 
saline, previous to amputation of a to Q.—Journ. 
A.M.A ., May 7th. 


Digitized by 


Google 



THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 

No. 607. WEDNESDAY, JUNE 15, 1904. Vol. XXIV. No. 9. 


CONTENTS. i 

PAGE 

*A Clinical Lecture on a Case of ! 

Chronic Bright’s Disease in a Young i 

Subject. By W. Hale White, M.D., j 

F.R.C.P. 129 

♦The Radical Cure of Corns and j 

Bunions. By E. Harding Freeland, I 

F.R.C.S.137 i 

_ i 

* Specially reported for the Clinical Journal. Revised 

by the Author. \ 

ALL RIGHTS RESERVED. I 


NOTICE. | 

Editorial correspondence, books for review, &*c., I 
should be addressed to the Editor , 35 a, Welbeck ! 
Street, Cavendish Square, W., Telephone No, | 
904, Paddington; but all business communications | 
should be addressed to the Publishers, 22^, Bar - j 
tholomew Close, London, E.C. Telephone 927, I 
Holborn. 

All inquiries respecting Advertisements should be j 
sent to Messrs. Adlard & Son, Bartholomew 
Close, E.C, Telephone 927, Holborn. 

Terms of Subscription, including postage, payable 
by cheque, postal or banket’s order (in advance ): for 
the United Kingdom, 15 s. 6 d. per annum ; Abroad, 
rjs. 6 d. 

Cheques, &*c., should be made payable to The 
Proprietors of the Clinical Journal, crossed j 
“ The London, City, and Midland Bank, Ltd., ; 
Newgate Street Branch, E.C . Account of the I 

Afedical Publishing Company, Ltd.” j 

Reading Cases to hold Twenty-six Numbers of 1 
The Clinical Journal can be supplied at 2s. 3 d. 
each, or will be forwarded post free on receipt of j 
2 s. 6 d.; and also Cases for Binding Volumes at is. . 
each, or post free on receipt of is. 3 d., from the | 
Publishers, 22\, Bartholomew Close, London, E.C . j 


A CLINICAL LECTURE 

ON A 

CASE OF CHRONIC BRIGHT’S 
DISEASE IN A YOUNG SUBJECT. 

Delivered at Guy's Hospital, 

By W. HALE WHITE, M.D., F.R.C.P. 


Gentlemen, —The case I want to put before you 
to-day is that of a girl, set. 12, who was admitted 
into Miriam Ward on October 15th last. Her family 
and personal histories are quite unimportant, except 
that she is said to have had rheumatic fever. She 
has been very badly fed we learn, and she had 
been rather sick before she came in. She was 
admitted for shortness of breath. On admission we 
found her temperature was 100*2° and her pulse 
120. It was not a high-tension pulse, and the 
arteries were not thick. Her respirations were 40. 
She was evidently a neglected, dirty child, was 
anaemic, had been badly fed, and her chest was 
emphysematous. There was a good note all over 
it; rdles could be heard, but no bronchial breath¬ 
ing, and nothing abnormal except the rdles. The 
cardiac and hepatic dulness were encroached upon 
proportionately to the emphysema; there was no 
bruit over the heart. There was, however, a very 
forcible impulse in the epigastrium; the impulse 
could also be felt in the nipple-line, and there was 
a cantering rhythm. On examining the urine it 
was found that the specific gravity varied during 
her stay in the hospital from 1016 to 1020, and 
there were granular casts. The quantity of urine 
passed was variable, but it was usually excessive 
for her age. The things which really struck us most 
were the sickness and the extreme dyspnoea. The 
dyspnoea resembled so much the dyspnoea of 
uraemia that we were inclined to think it could not 
be due to the bronchitis which she was suffering 
from, so we looked at the eyes, and then we found 
she had a striking degree of albuminuric retinitis. 
We therefore at once knew that the right way to 


Digitized by 


Google 



130 The Clinioal Journal. J 


DR. HALE WHITE. 


[June 15,1904. 


interpret the case was that she was suffering from 
some form or another of Bright’s disease, and that 
as a result of it she had uraemic vomiting and 
dyspnoea, and as another result of it she had 
bronchitis. She did not rally, and on October 21st 
we detected a pericardial rub, she had some slight 
oedema in her feet, and she slowly got worse, and 
died on November 5th. There could, with that 
condition of the eyes, be no doubt about the dia¬ 
gnosis, and it was amply confirmed at the post¬ 
mortem. I have brought you the viscera to show 
you. Taking first of all the kidneys, I am sure 
that at any distance you will be able to see that 
they are very seriously diseased. The kidneys are 
very atrophied, and if you come to look at them 
more closely you will find the cortex is almost 
entirely wasted; and that is true of both kidneys. 
And then you can see there is considerable epithe¬ 
lial change in the part of the cortex that remains. 
On looking at the heart you will see that it is very 
much hypertrophied for a girl of her age, and you 
have only to look at the walls to see how thick they 
are. There is no valvular disease nor any condition 
of the aortic or mitral valve which will in any way 
explain the great hypertrophy of the heart. On 
the outside you can still see the lymph, which is 
evidence of the pericarditis which was the cause of 
the rub that we heard during life. So the diagnosis 
was confirmed after death. 

I think the first thing, if we want to make the 
subject plain, is for me to try to explain to you 
exactly the form of Bright’s disease from which she 
suffered. Students are very confused about the 
matter, and I do not wonder at it, because the 
descriptions in the books are very confusing. Hence 
I have put up this diagram. There is a disease 
called acute Bright’s disease (called a b on the dia¬ 
gram), named after the great physician who made the 
discovery between the years 1820 and 1830—the 
great discovery that people with albuminous urine 
frequently show disease of the kidneys after death. 
That was his great discovery. Now, acute Bright’s 
disease has many synonyms, and I jotted down a 
feyr of them for your information, which I culled 
from the various text-books at hand Acute 
Bright’s disease is also called acute tubal nephritis; 
it is called acute desquamative nephritis; it is 
also called acute parenchymatous nephritis, acute 
exudative nephritis, acute nephritis, croupous 
nephritis, acute diffuse nephritis, and catarrhal 




1 


nephritis. And if the interstitial tissue is largely 
affected it is called acute productive nephritis; 
and if the glomeruli are chiefly affected we term it 
acute glomerular nephritis. That form which 
usually follows scarlet fever is called acute scarla¬ 
tinal nephritis. So with all those synonyms it is 
excusable for any one to get into a muddle. They 
ought to be at once abolished, and the con¬ 
dition given only one name—acute Bright’s 
disease,—so that the matter should be clear to 
students. This diagram is intended to show 
what may happen to a patient with acute Bright’s 
disease. But before explaining the diagram 
I had better remind you of the disease, so that 
you can picture it. It is an acute disease you 
know, and in it the epithelium of the tubes 
may be affected, the glomeruli may be affected, 
and also the interstitial tissue. If the case is non- 
scarlatinal, the renal disease is chiefly an affection 
of the epithelium of the tubes. If it is a scarla¬ 
tinal case, the disease is one which chiefly affects 
the glomeruli. But in all cases of acute Bright’s 
disease both the epithelium of the tubes and 
the glomeruli are affected, and the interstitial 
tissue is affected to a much less degree. You 
know the disease is one which is largely attributed, 
and I think rightly, to exposure to cold; and I am 
always pointing out to you in the wards that there 
is some close association between the skin and the 
kidney. Another cause for acute Bright’s disease 
is pregnancy. Why that should be so nobody 
exactly knows. Another cause is scarlet fever. 
Talking of aetiology reminds me of a man who, 
while drunk, for a wager, jumped into a river, 
and shortly afterwards had acute Bright’s disease. 
Such a case illustrates very well the history ot 
cold. You will remember that while some ot 
the classical symptoms are Often absent, a typical 
case of acute Bright’s disease usually has an 
acute onset—general oedema is seen, and the 
patient complains of pain in the loins; there 
is a rise of temperature, and scanty bloody 
urine is passed. Post mortem the kidneys are 
found to be swollen, they drip with blood, they are 
big and reddish-grey in colour. That disease a 
great many of the patients recover from, and many 
die, as you see indicated by the diagram; many 
pass into a state of what is called the large white 
kidney (l. w. k. on the diagram), and thus you 
learn that many cases of large white kidney are 
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secondary to acute Bright’s disease; but other 
cases of large white kidney are chronic from their 
onset. So when you see a case of large white 
kidney, remember that a great many of them are 
secondary to acute Bright’s disease, and some have 
had a large white kidney throughout their illness. 
All sufferers from a large white kidney die, as the 
diagram shows. The large white kidney also has 
many names, but it is called the same names as I 
gave you for acute Bright’s disease, only with 
the word “ chronic ” in front of them instead of 
acute. Hence it is often called chronic tubal 
nephritis, chronic desquamative nephritis, and so 


I There is another form of kidney disease, which 
I have represented by a very large circle because 
it is by far the commonest form. That is 
what is known as granular kidney. Other names 
which you will find in the text-books for that are 
chronic interstitial nephritis, small red granular 
kidney, chronic Bright’s disease, red granular kid¬ 
ney, renal cirrhosis, and gouty kidney. Here 
again it would be an advantage to use only one 
! phrase, namely, granular kidney. 

I cannot, of course, now go into the symptoms 
of this disease with you—they are so numerous,— 
but I will remind you that it is a condition in 



forth. The number of names is legion. The 
best name is the large white kidney, because it 
fixes in the mind of every student the aspect of 
the kidney. And, fortunately, somebody many 
years ago pointed out that the patient is large 
and white. He is large because he is very cede- 
matous, and he is white because he is very anaemic. 
The sufferer from a large white kidney is a large 
white patient. In this variety of renal disease, 
too, there is some glomerular change and some 
interstitial change, but the epithelial change enor¬ 
mously preponderates. The whiteness of the 
kidney is due to fatty degeneration of the epithe¬ 
lial cells, which block the tubes and make the 
kidneys large. 


which you usually find the kidney smaller than 
normal; that the smallness is due chiefly to the 
shrinking of the cortex; that when you attempt to 
peel the capsule off the kidney it adheres, so that 
in peeling it off* you tear the kidney; that people 
who suffer from it are nearly always over forty; that 
it is very insidious and slow in its progress, and 
that there is with the disease usually a high-tension 
pulse, with thick arteries, low specific-gravity urine, 
and not much albumen in it. The people who 
have this kind of kidney never recover, but if they 
live long enough the kidney becomes a small red 
granular kidney; that is to say, the increased inter¬ 
stitial tissue, which is the cause of the granular 
appearance of the granular kidney, contracts and 
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makes the kidney smaller than ever, and ultimately 
these patients die usually from cerebral haemor¬ 
rhage or uraemia. Here are the viscera from a 
case, which you can see afterwards, in which 
there has been a large haemorrhage into the brain; 
and that is just the sort of thing that you would 
expect to see in a case of small red granular kidney. 
Some, as I have already pointed out, have used 
the phrase small red granular kidney as synony¬ 
mous with granular kidney. That is a pity, and 
you should not do it. 

When a person has granular kidneys he is liable 
to tubal inflammation in his diseased kidneys. 
So then you would have a kidney with much 
increased interstitial tissue, disease of the remain¬ 
ing epithelium which had not been destroyed; 
and the patient, you see, would have a chronic 
tubal nephritis superadded upon his granular kid¬ 
ney (see Diagram). And that is the cause of the 
death of a great many people with granular kidney. 

But now let us come back for a moment to the 
acute Bright’s disease. You will see by the diagram 
that I have said some recover, some die, and some 
become cases of the large white kidney. But I have 
still left a small minority, who are people with acute 
Bright’s disease who do not get well, who do not 
immediately die, whose kidneys do not become 
large white kidneys; but in whom the originally 
slight inflammation of the interstitial tissue goes on 
increasing, so that as it contracts the kidney gets 
smaller and smaller, the diseased epithelium de¬ 
generates and becomes fatty, and then you have a 
kidney which has much interstitial-tissue change 
and some fatty epithelial change; a kidney, indeed, 
like that which we have seen may result from a 
granular kidney (see Diagram). So my point is that 
by two routes, either from a granular kidney or 
from acute Bright’s disease, you can get a kidney 
which is called mixed, because the change in it is 
both interstitial and tubal. It is called contracted 
white kidney because there is the white fatty 
degenerated epithelium, and the increased inter¬ 
stitial tissue has begun to contract. By two 
routes you can get a mixed contracted white 
kidney, and that is the kidney to which many 
authors would restrict the term chronic Bright’s 
disease. I hope the diagram makes it clear that by 
two routes you can get pretty much the same 
appearance of kidney. I need hardly say that all 
the patients suffering from this die. I have said 


that you get almost the same appearance of kidney, 
but it is not always quite the same. That is easy 
to understand ; for, supposing from the beginning 
the interstitial change had predominated, the cap¬ 
sule would not peel very well, because it would have 
become adherent to the increased interstitial tissue; 
and if the first change had been chiefly a tubal 
change, and only later an interstitial change, then 
the capsule would probably still peel off easily 
at death. Another point is, that although the 
pulse may be high tension, the arteries may be 
thickened, and the heart hypertrophied, however 
the mixed kidney was brought about, you are 
more likely to find a high-tension pulse, the arteries 
thick, and the heart hypertrophied in the chronic 
Bright’s disease which follows from granular 
kidney. Again, as you know, there are often cysts 
in the kidney due to the fact that the increased 
interstitial tissue constricts the tubules, they dilate 
behind the constriction, and if the chronic Bright’s 
disease originated in a granular kidney it is increased 
interstitial tissue which predominates, and therefore 
you are more likely to see cysts in the variety that 
follows granular kidney rather than in that which 
follows acute Bright’s disease. But there are many 
cases of chronic Bright’s disease which, when you 
see them on the post-mortem table, it is impossible 
to say whether they have followed acute Bright’s 
disease or granular kidney. But in many instances 
the points which will help you to determine the 
origin of the chronic Bright’s disease are will the 
capsule peel easily, are the arteries thick, is the 
heart hypertropied, or are there many cysts. 

All this is of very little value to you unless I 
try to emphasise one more point, and this I 
have tried to do by making the circle correspond¬ 
ing to chronic Bright’s disease following acute 
very small. It is that chronic Bright’s disease 
following acute Bright’s disease—that is to say, 
mixed or contracted white kidney following upon 
acute Bright’s disease—is so rare that for many 
years it was denied. If you look in the ‘Guy’s 
Hospital Reports’ for somewhere about 1855 you 
will find a classical paper by Sir Samuel Wilks, 
in which it was stated that such a sequence of 
events never occurred ; that is to say, that you never 
see a contracted white kidney following acute 
Bright’s disease. But if you look in the last edition 
of his ‘ Pathological Anatomy ’ you will see that 
while at one stage in his experience he thought it 
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was so, he found subsequently that in very rare 
instances a small white kidney might follow acute 
Bright’s disease. So you see it is very rare indeed; 
it is not a state of affairs which you may diagnose 
everyday. You may say of nearly all patients with 
acute Bright’s disease, provided a large white 
kidney does not follow, they will either soon die 
or get completely well from it. The acute cases 
do not drift on into a mixed contracted white 
kidney save in the most exceptional instances. I 
have mentioned the frequent difficulty of telling 
the origin of these cases of chronic Bright’s disease, ■ 
both during life and when you see the kidneys on ! 
the post-mortem table ; but I have also given you | 
the points of distinction. To make the subject I 
complete I ought to add that often if a small red | 
granular kidney is examined with the microscope, | 
some change in the epithelium will be found, but 
this is hardly surprising. Probably epithelial i 
changes in the few remaining epithelial cells of ! 
the contracted kidney are often the determining , 
cause of death. I 

Now we will turn to our patient. Inasmuch as 
scarlet fever is common in children, it has been 
urged, and was rightly suggested in our case, that j 
this condition of contracted white kidney which 
you see in these kidneys from our patient might 
have followed acute Bright’s disease due to scarlet 
fever, as you will see by that diagram it might t 
very well do. That this can occur there is no | 
manner of doubt ; that is to say, chronic 
Bright’s disease can follow scarlet fever. Here, 
in the Sydenham Society’s ‘Atlas of Pathology,’ 
is a picture of some kidneys that are not at all | 
unlike the kidneys from our patient as seen ; 
immediately the post-mortem was made. They | 
were taken from a little child, aet. io years, who 
had scarlet fever, became universally dropsical 
four weeks afterwards, and five weeks before ad- ^ 
mission into the hospital had a convulsive uraemic 
fit. The urine contained a large amount of 
albumen, she became more drowsy, and ultimately 
died nine weeks after admission ; and the kidneys, 
pictures of which I show you, were found. They 
are described as being very small indeed, the 
capsule separated easily, it was much thicker and 
more opaque than normal; the left kidney was ' 
hard on the surface, tough and puckered, and the 
substance was almost entirely diseased, presenting 
on section yellowish-grey masses with a more 
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normal-looking texture between them. The left 
kidney was the same as the right. So we may get 
a chronic Bright’s disease following scarlatinal 
nephritis. 

I have notes of another case, which is of interest 
historically because it was recorded by Bright 
himself. In July, 1835, ^ r - Bright was consulted 
by a gentleman, aet. 33, who said that in 1826 he 
had scarlet fever. His urine was then coffee 
coloured, and had been albuminous ever since. 
He died in convulsions and coma, and after the 
kidney disease had existed eight years The 
kidneys at the post-mortem were found to be 
granular and mottled ; and mottling means white 
from the tubal change and red from the interstitial 
change. So that is a classical instance of the 
trouble following scarlet fever. But sometimes 
there is such an interval that it is doubtful whether 
you ought to ascribe the case to scarlet fever ; you 
must not go away with the impression that just 
because a child has had scarlet fever, if it subse¬ 
quently has chronic Bright’s disease, necessarily 
the scarlet fever was the cause of it. That does 
not follow at all. To prove that scarlet fever was 

the cause of it you must show that the child 

has had kidney disease ever since the scarlet 
fever. Holt gives the case of a girl, aet. 7, who 
had scarlet fever, followed by nephritis, lasting three 
months. She was believed to have recovered, and 
she remained in apparent health until she reached 
the age of sixteen. Then she got a chill and 

had acute nephritis. She lived three years, and 

ultimately died uraemic. That is a case in which 
it is impossible to say whether scarlet fever was or 
was not the cause of the chronic Bright’s disease 
from which the patient died. 

You must not even assume because you obtain 
a history that scarlet fever was accompanied by 
albuminuria that the chronic Bright’s disease of 
any patient is due to previous scarlet fever; for 
the great majority of people who have albuminuria 
during scarlet fever have no trace of anything 
wrong with their kidney when they are well of 
the scarlet fever. The commonest form of albu¬ 
minuria of scarlet fever is that which occurs at 
the height of the illness and quickly passes off. 
Bearing on that, I have got here some figures 
which I hope may interest you, as showing the 
point I am trying to drive home ; they are from a 
paper by Dr. Caiger, who has had a very wide ex- 
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perience. Speaking of the cases which have albu¬ 
minuria with scarlet fever and which get well, he 
says, “ The mistake of over-rating the importance 
of such cases and ascribing them to the result of 
renal inflammation must be carefully avoided. The 
occurrence of nephritis in scarlet fever, at any rate 
in cases treated under hospital conditions, is not so 
frequent as is currently believed.” According to a 
table drawn up by Dr. Caiger, only 2*8 per tent, of 
67,162 patients with scarlet fever developed tubal 
nephritis. Further, he says that in only a small 
proportion of the cases of scarlatinal nephritis is 
persistent albuminuria left behind. This shows 
how very rare chronic Bright’s disease after scarlet 
fever must be. Again, he says he had seventy- 
seven cases of nephritis among 2148 cases of 
scarlet fever ; but of those seventy-seven, only five 
were discharged from hospital with chronic nephri¬ 
tis. So that the very maximum number of people, 
on those figures, who can get chronic nephritis after 
scarlet fever is one in 430 cases of scarlet fever. I 
hope I have made clear the fact that chronic 
Bright’s disease following scarlet fever is very rare 
indeed, and that you must not ascribe a case of 
chronic Bright’s disease to scarlet fever because 
thfere has been at some time in the patient’s life a 
history of scarlet fever. 

So much for scarlet fever. We went into the 
question of scarlet fever in the patient whose case 
we are describing, but could not find out she had 
had it. The question was raised whether the child 
had had too much alcohol to drink. And that re¬ 
minds me that some authors have put down 
alcohol as a cause of Bright’s disease. I can 
illustrate this point by the case of a poor, wretched 
boy, of whom it might well be said, “ The grave is 
good, but it were better never to have been born.” 
The child was a drunkard at the age of ten, he was 
admitted under my care in 7 bed, John Ward, 
in June, 1890. He had drunk heavily, and had 
had scarlet fever; on admission we found a hard 
pulse, the cardiac impulse outside the nipple, and 
albuminuria ; he died from uraemia, eighteen hours 
after admission. The kidneys weighed only two 
ounces, and the capsule peeled with great difficulty; 
they were typical examples of chronic Bright’s 
disease. His vessels were thick and hard, and the 
heart weighed ten ounces. There is a case in 
which it was perfectly impossible to say which was 
the cause of his chronic Bright’s disease—whether 


it was the scarlet fever, or whether it was the 
alcohol. And in none of these cases, you must 
remember, can we positively say that the chronic 
Bright’s disease was arrived at by the route of 
acute Bright’s disease unless we have a history of 
it, because, as we have already seen, chronic Bright’s 
disease may be arrived at by the route of a granular 
kidney. It may seem strange to you, but it is 
nevertheless quite true, that there have been 
recorded instances of genuine granular kidney in 
quite small children, although you know that in the 
vast majority of cases the patients with granular 
kidney are over forty. So the matter is very com¬ 
plicated. If I have not made evident the relation¬ 
ship of these various forms of kidney disease, I 
hope you will ask me afterwards. I have tried to 
make it clear that ours is a very rare kind of case, 
because it is chronic Bright’s disease in a young 
I subject. It is rare by whichever route the kidneys 
1 arrived at the condition they are in ; very rare. And 
I have also tried to. make it clear that it is very 
rare indeed, whether in children or in adults, for 
! chronic Bright’s disease to follow an acute attack. 

| Now I think we will pass on to other points of 
clinical importance about our case. You will 
remember that when the child came in the first 
thing which was noticed about her was that she 
had bronchitis. I do not think you can learn 
anything much more important in medicine than 
this, that if a patient has bronchitis and is neither 
very young nor very old, the great chances are 
that the bronchitis has some definite cause that 
ought to be found. Bronchitis which is not 
secondary to some other disease is much more 
common among the very old and the very young 
than at intermediate ages. For instance, of 1000 
cases of death from primary bronchitis, those under 
two years of age number 419, and those over 
forty-five 456; so that out of 1000 cases of 
primary bronchitis which were fatal, 875 were either 
under two or over forty-five. That being so, if the 
patient is neither under two nor over forty-five 
nearly always the bronchitis has some other disease 
as a cause for it. It is really secondary. Of 
; course we had to most carefully go over our case 
to see what could be the cause of the bronchitis, 
believing that very likely it was secondary. And 
I might in passing say that if bronchitis in people 
over two and under forty-five is not secondary to 
something else, it is nearly always a comparatively 
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unimportant affection. Bronchitis which is not 
secondary to some other disease is usually only 
fatal when the patient is under two or over forty- 
five. However, to turn to our child, we grasped 
as soon as she came in the fact that the bronchitis 
for which she was admitted was almost certainly 
secondary to something else, so we went over in 
our minds the causes. Until the eyes were looked 
at tuberculosis held the field with some of you as 
a likely diagnosis, and not altogether wrongly, 
because one of the commonest causes for bron¬ 
chitis is tuberculosis; and it was suggested that 
our child had acute tuberculosis. You see the 
albumen in the urine would have been explained 
by backward pressure from the disease of the 
lungs. Another condition, which we have had 
admirable illustrations of in John and Miriam 
Wards during the past six weeks, is that typhoid 
fever may be a cause of bronchitis. You can 
hardly exaggerate the importance of remembering 
that. Over and over again people are sent up to 
this hospital with the diagnosis of bronchitis and 
it has been found that the bronchitis was due to 
typhoid fever which has been overlooked, the 
patient being simply said to be suffering from 
bronchitis, and consequently he has been allowed 
to go about, and his typhoid has not been treated. 
So tubercle and typhoid are both causes of bron¬ 
chitis which are easily overlooked. So, too, is 
measles. You may say to me, surely you can see 
the rash. Not at all, because the bronchitis may 
follow the measles, and you are not called to see 
the child till the rash has disappeared. Bronchitis 
will frequently follow influenza, and it will very 
frequently follow whooping-cough, and it will very 
frequently follow diphtheria. Measles, influenza, 
whooping-cough, diphtheria, typhoid, and tubercle 
are specific fevers which are very frequently 
followed by bronchitis, and in the last two failure 
to remember this fact may be disastrous. As 
I have mentioned, some of you who saw the child 
on her admission believed tubercle to be the cause 
of the bronchitis. But we soon noticed that 
the breathing was the breathing not so much of a 
person with bronchitis as the breathing of uraemic 
dyspnoea. The child had that peculiar “ air- 
hunger ” which is so characteristic of uraemia; 
and that made us look at the eyes, and then we 
discovered severe albuminuric retinitis. Therefore 
we learnt that the child was suffering from chronic 


Bright’s disease, which, please remember, is an¬ 
other cause of bronchitis. People are often 
said to be suffering merely from bronchitis 
when the bronchitis is really the unimportant 
part of their malady, being simply secondary to 
chronic Bright’s disease. Sometimes bronchitis is 
secondary to gout; sometimes it is secondary to 
heart disease ; and with the bubbling noise in the 
chest you can easily overlook a soft murmur, and 
it may require some considerable clinical skill to 
rightly ascribe the bronchitis to heart disease- 
There is a group of diseases that students are par¬ 
ticularly liable to forget as a cause of bronchitis, 
and it is composed of various grave lesions in the 
chest, such as aneurysm or malignant disease. 
That was very strikingly borne home to me once 
some years ago, and I often tell the tale, for it will 
help you to remember the fact I have mentioned. 
We had a heavy take-in one day, and just as I was 
leaving the hospital a woman was admitted with 
bronchitis. I examined her, and she certainly had 
plenty of bronchitis. I gave directions about her, 
and left the hospital, and when I came next day she 
was dead. I was not altogether surprised, as she had 
so much bronchitis. At the post-mortem the 
doctor whom she had been under for a long while 
attended, and he said, “ I think you will find she 
has aneurysm.” He said there were no direct 
signs of aneurysm, but “ she has been under my 
care so long for her bronchitis that I feel sure it 
cannot be primary bronchitis, so it must be secon¬ 
dary to something else, and I can think of nothing 
but aneurysm.” And so it proved to be. Bronchitis 
may also be secondary to asthma. You have 
already learnt that if the patient is between the 
ages of two and forty-five primary bronchitis 
nearly always recovers. So you see, if you are 
treating a bronchitis occurring between two and 
forty-five properly, and if you are taking the patient 
away from any surroundings that may cause it— 
that is to say, if he is a miner or a worker in 
acid fumes, you remove him from his occupation, 
and yet the bronchitis gets no better—it is as 
near a proof as you can have that the bronchitis 
is secondary to some other disease; that if you 
thought it primary you are on the wrong track, 
and you must look out for and find what the 
primary disease is. 

The next thing which attracted our attention in 
our case was the albuminuric retinitis. It was 
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most beautifully shown, and many of us saw it. 
You all know about it—that there is a definite 
thickening of the arteries, that the reflection of 
light from them often gives a silver-wire appear¬ 
ance, that there are haemorrhages, which, as a 
rule, run along the vessels or take a flame shape, 
because they have occurred between the nerve- 
fibre layers; and there are in albuminuric retinitis 
brilliant white—glistening white—patches, reflect¬ 
ing like the surface of a plate. It is very important 
to remember that they are mostly about the macula 
lutea, and very frequently radiate from that; 
there was in one eye of this child a large white 
area like a tennis racquet, which radiated from the 
macula lutea. All this you, of course, know. But 
there are two practical clinical points that I want to 
tell you about it. In the first place, it is very im¬ 
portant you should try to make out whether the 
albuminuric retinitis which you are observing is 
chiefly of the degenerative or of the inflammatory 
type. If you look at some eyes, especially of 
those suffering from acute Brights disease, you will 
see that the retina is opaque and hazy, and that the 
optic disc is swollen, and that there are white patches 
scattered about, with perhaps a few haemorrhages; 
that these white patches are opaque and not glisten¬ 
ing, probably not degenerative, but due to exuda¬ 
tion ; and you see by the swelling of the disc and 
the haziness of the retina that it is acute retinitis— 
and that is the form of albuminuric retinitis that 
may get well as the kidney disease recovers. But 
in the other, the degenerative type, the vessels are 
thick, the arteries have a silver-wire appearance, 
the haemorrhages are numerous; but the character¬ 
istic thing is that the white patches seen, especially 
in the region of the macula, are white glistening 
patches, not at all an opaque white, and there is 
not much blurring of the retina generally, and there 
is usually very little optic neuritis. The import¬ 
ance of the variety of retinitis is great, because on 
it the prognosis may depend. If the retinitis is of 
the degenerative type, it is as certain as anything in 
the prognosis of any disease in medicine can be 
that the patient will die. I have only myself seen 
one exception to that. It was in a girl, ten or 
fifteen years of age, who was admitted for some 
trivial ailment, and her eyes were examined merely 
as a matter of routine, and a condition of the eyes 
was seen which nobody could distinguish from 
degenerative albuminuric retinitis. She seemed 


perfectly well. She was kept under observation 
for months, and remained well. There was no 
albumen in the urine. That is the only instance I 
have ever seen in which the appearances of the 
degenerative form of retinitis have not indicated 
chronic Bright’s disease; and they always indicate 
that the end is not far off*, and that it will occur 
some time before two years have elapsed. 

Of the remaining things about our patient you 
notice she had pericarditis. An inflammation 
of the serous membranes is very common in 
Bright’s disease, and it is of great prognostic value. 
I doubt very much whether the pericarditis or the 
peritonitis that accompanies Bright’s disease ever 
recovers; indeed, the supervention of either means 
the patient will soon die. I cannot to-day go into 
the question of the cause of the hypertrophy of the 
heart. One disadvantage of doing so would be that 
even if we discussed it for an hour we should not be 
able to explain it. Nobody knows for certain 
why the heart hypertrophies in Bright’s disease. 
But do remember that while it hypertrophies 
most in the forms of Bright’s disease connected 
with the granular kidney, that is, in the form in 
which the arteries are thick and the pulse-tension 
highest, yet hypertrophy of the heart may occur 
with a high-tension pulse and thick arteries in 
any form of Bright’s disease. Uraemic dyspnoea 
I have already mentioned to you. You cannot 
be too much on the alert for it, for many cases of 
kidney disease are put down as bronchitis because 
the real cause of the dyspnoea is overlooked. 

The last point in connection with the prognosis 
that I want to direct your attention to is that which 
our case illustrated—that just in proportion, in 
cases of chronic renal disease, as the patient is 
young so will he or she die quickly. In a child 
with chronic Bright’s disease the outlook is always 
very grave. An old man with chronic Bright’s 
disease goes on for years, whereas the child with the 
condition soon dies. Never have I seen a case in 
which, if the patient was under thirty, the cause of 
death in chronic Bright’s disease was not uraemia. 
That is important because in older subjects the 
cause of death is more frequently cerebral haemor¬ 
rhage. So if you have a young subject who is 
suffering from this condition you can foretell for 
a certainty that the patient will soon die, and that 
death will take place from uraemia. That was so 
in our case. 
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THE RADICAL CURE OF CORNS 
AND BUNIONS. 

By E. HARDING FREELAND, F.R.C.S.Eng., 

Surgeon to St. George’s and St. James’s Dispensary; 
Surgical Registrar to the National Orthopaedic Hospital. 

Corns . 

The word “com,” when used in medical parlance, j 
signifies a small localised epithelial swelling, ap¬ 
pearing commonly on the foot or toe, running a 
chronic course, giving rise to considerable pain, 
and causing more or less serious disability. 

From a surgical standpoint, no doubt a corn 
may be looked upon as an affair of small monrtent, 
but from the point of view of the sufferer matters 
stand in a very different light; for, in addition to 
the pain and suffering to which these little tumours 
invariably give rise, they often render locomotion 
difficult and sometimes impossible, and at times 
unfit the sufferer for performing his duties in life. 
Indeed, to fully appreciate the state of abject 
misery to which an individual may be reduced by 
a painful corn it is necessary to have experienced 
it in one’s own person or observed it closely in 
others. 

Under these circumstances it is difficult to 
understand why the treatment of this disease, 
which is as troublesome as it is common, should 
have been so neglected by bona fide practitioners 
of the healing art as to have fallen almost ex¬ 
clusively into the hands of irregular practitioners. 

But this reminds me that I am indebted to one 
of the last-mentioned gentry for having unwittingly 
furnished me with the original case which first led 
me to take an interest in these things. It happened 
in this wise. Some four years ago a middle-aged 
lady hobbled into my consulting room supported 
by a stout stick. This state of disability she 
attributed to a corn on the little toe of the left foot 
which had tormented her, on and off, for the past 
ten years. To obtain relief she had worn specially 
constructed shoes, and had undergone no end of | 
treatment at the hands of chiropodists, but in spite 
of all this the com had continued to increase in 
size, and the pain in intensity. Despairing of 
relief, she had almost made up her mind to make 


been very highly lauded. This gentleman, on 
seeing the corn, refused to touch it, giving as his 
reason that it was a case for a surgeon. And so it 
came to pass that the patient fell into my hands. 
On examination there was a corn of huge dimen¬ 
sions—measuring seven - eighths of an inch in 
diameter—on the outer side of the left little toe, 
looking and feeling for all the world like a wad of 
old dry leather. The slightest touch caused ex¬ 
cruciating pain, radiating from the toe along the 
outer border of the foot and shooting up the back 
of the leg. The patient could not put the foot to 
the ground without intense suffering; she could 
| not wear an ordinary boot; and, as previously 
stated, could only walk with extreme difficulty. 
Bearing in mind that she had had no end of treat¬ 
ment by ordinary methods, it seemed to me that 
free excision was the only move which held out 
any prospect of success, and this was advised. The 
patient readily assented, and the growth was re¬ 
moved the same afternoon. To make a long story 
short, the relief from pain was immediate; the 
wound, which, on account of the size of the growth, 
had to be left to close by granulation, was healed 
in ten days; and at the end of a fortnight the 
patient was enabled to walk a distance of a mile in 
perfect comfort, wearing ordinary boots—a thing 
which she had not been able to do for years. 1 
still see the patient occasionally, and can vouch for 
the permanency of the cure. 

The appearance of the corn after removal, 
coupled with the happy result of the operation, was 
sufficiently striking to lead me to investigate still 
further the life-history of these little growths. As 
a result, I am led to believe that their true nature 
and the possibility of readily effecting their per¬ 
manent cure is not sufficiently appreciated. And 
small wonder, for when I first began my investiga¬ 
tion I naturally cast about for the experience of 
others, but found the information I could gain 
meagre in the extreme and useless for practical 
purposes. It may not be out of place, then, if 
briefly I describe the salient features of these 
growths as I have seen them, and deduce there¬ 
from, as a corollary, a method of treatment whereby 
a permanent cure may be readily effected. 

From time immemorial corns have been divided 
into two varieties—the “ hard ” and the “ soft” 


the best of her trouble, when she was induced to 
consult yet another chiropodist, whose skill had 


This, in reality, is a distinction without a difference, 
for structurally they are identical (cf. Fig. 1 with 
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Figs. 2 and 3, etc.) All corns, in fact, are hard, 
and the difference is one of superficial appearance 
only, due to position, the so-called “soft” corns 
presenting a sodden, macerated appearance on the 
surface, owing to the pent-up heat and moisture 
between the toes, where they commonly exist. The 
superficial appearance of a com needs no special 
description here ; the homy consistence, the central 



Fig. 1.—Vertical Median Section of a Soft Corn, x 2. 
i, Stratum mucosum ; 2, stratum lucidum ; 3, stratum 
corneum ; b, bursa; s, subcutaneous tissue. 


cup-like depression, the circumferential, raised, rolled 
edge, the dirty yellow colour, and, in the case of 
the soft variety, the sodden white appearance, must 
he familiar to even the most casual observer. 
When, however, one of these growths is completely 
severed from its surroundings and carefully ex¬ 
amined, it at once becomes apparent that the part 
which is visible on the surface constitutes only a 
portion—a minor portion in fact—of the diseased 



Fig. 2. —Vertical Median Section of a Growing Corn, x 2. 
1, Stratum mucosum; 2, stratum lucidum; 3, stratum 
corneum ; s, subcutaneous tissue. 

tissue, the bulk of which lies beneath the surface 
(see Figs. 1—7). , 

Corns are usually described as being conical in 
shape, the apex being directed deeply towards the 
true skin, while the base projects on the surface. 
This description, like many others which have 
crystallised through long ages without verification, 
is only partially true, and by no means holds good 
for all, or even the majority of cases. The fact of 


the matter is that corns vary much in shape, which 
is determined to a large extent by their degree of 
maturity and situation. In the initial phases of 
its development a corn assumes the form of a 
stunted cone, of which the apex projects on the 
surface and the base, presenting a slightly convex 
outline, rests on the surface of the true skin (Fig. i). 
In corns of the ordinary type—the so-called hard 
variety—the condition of affairs just described soon 
becomes altered and, indeed, entirely reversed. 
Still preserving the conical shape, the base, which 
becomes more or less concave, presents on the 
surface; while the apex, considerably blunted, 
projects deeply towards the surface of the true skin, 
(Fig. 2). The corn seems to penetrate and become 
embedded in the subcutaneous tissue, carrying the 
dermis before it. Corns, when met with in this 
stage of their development, have been somewhat 



Fig. 3.—Vertical Median Section of a Mature Corn, x 2. 
1, Stratum mucosum; 2, stratum lucidum; 3, stratum 
corneum ; B, bursa ; s, subcutaneous tissue. 


fantastically likened to nails driven into a board. 
Hence the terms “clavus” and “clou,” which 
have been applied to them. As development goes 
on yet another change in shape takes place. All 
old corns tend to assume a discoid shape, and, 
when associated with a bursa beneath, tend to 
become compressed vertically and biconcave 
(Fig. 3). These variations in shape are no doubt 
due to the effects of external pressure; the growths, 
while tending to increase superficially by the addi¬ 
tion of new material from beneath, being forced to 
expand in the direction of least resistance—that is 
to say, deeply and circumferentially. The so-called 
“ soft ” variety, however, retains its primitive shape 
to the end, the superficial cells being shed almost 
as quickly as they are formed. 

The naked-eye anatomy of a corn is interesting, 
and can be well studied by examining a series of 
sections cut vertically through the centre of the 
growth. The surface so produced usually presents 
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a smooth, glistening appearance not unlike carti¬ 
lage, but sometimes appears fibrous and asbestos¬ 
like. The cut surface is seen to be marked by 
numerous parallel vertical striations, which traverse j 
the corn from top to bottom. In the majority of 
cases, also, three horizontal layers, varying in 
colour and degree of opacity, can be clearly made 
out traversing the entire substance of the corn (see 
Figs. 1—7). Thin sections mounted in glycerine on 
a glass slide show the vertical and horizontal 
markings very well, and the details of their struc¬ 
ture can be more distinctly demonstrated by j 
examining stained sections under a low power of 
the microscope (Figs. 4 and 5). I 

On microscopic examination it is at once seen I 


it the stratum corneum (Figs. 1, 2, 3, etc.); while 
the vertical striations represent columns of cells 
pressing gradually towards the surface (cf. Figs. 3 
and 5). 

Certain changes, chiefly of an atrophic nature, 
are also observed in the true skin. The papillae 
are compressed and elongated when active growth 
is going on (Fig. 4), squat and stunted where full 
growth has been obtained. The deeper layers of 
the skin and subcutaneous tissue are compressed 
and thinned, but contain blood-vessels in abund¬ 
ance (Figs. 4 and 5). 

The mode of growth of a corn is analogous to 
that of the normal epidermis. This latter, as is 
well known, is reproduced from the basal cells of 



Fig. 4. —Base of Vertical Median Section of a Growing 
Corn. Low power. 

1, Stratum mucosum ; ia, stratum granulosum ; 2, stratum 
lucidum; s, subcutaneous tissue. 

that all the layers of the epidermis share in the 
hypertrophy to a variable degree, the increase 
being most marked in the stratum corneum and 
stratum mucosum—that is to say, in the most super¬ 
ficial and deepest layers. The former is often 
increased to an extreme degree, so that in old 
corns it is often many times thicker than the whole 
substance of the skin (Fig. 5). The latter is 
markedly thickened in rapidly growing corns (Fig. 4), 
but only moderately so in mature corns (Fig. 5). 

It is further seen that the pale horizontal line of 


Fig. 5. —Periphery of Vertical Median Section of a Mature 
Corn. Low power. 

1, Stratum mucosum; 2, stratum lucidum; 3, stratum 
corneum ; s, subcutaneous tissue. 

the stratum mucosum, the newly formed cells 
pressing upward towards the surface to take the 
place of others which have been cast off. A corn 
grows exactly in the same way, but the multiplica¬ 
tion of cells is more rapid, and, as the cells increase 
at a greater rate than they are shed, they accumu¬ 
late and consolidate into a compact mass at the 
site of the tumour. 

Sometimes, and, I believe, always in the case of 
“ soft ” corns, a small fluid-containing sac, or bursa, 
forms in the subcutaneous tissue beneath the corn 


variable thickness traversing the corn in a sinuous 
manner longitudinally corresponds to the stratum 
lucidum, the layer deeper than this representing 
the stratum mucosum, and the layer superficial to 


(Figs. 1 and 3). The function of this structure and 
the part which it plays in the life-history of a corn 
are points which are far too frequently overlooked. 


Originally defensive, acting as a buffer between the 
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under surface of the corn and the underlying bone, 
it sometimes becomes aggressive and converted 
into a source of danger. One often hears a corn 
described as being “inflamed ” or “suppurating.” 
As a matter of fact, a corn never inflames or 
suppurates, but inflammation of the bursa fre¬ 
quently occurs, and sometimes runs on to suppura¬ 
tion. When it does the danger of the inflammatory 
process spreading to the surrounding structures, be 
it skin, subcutaneous tissue, joint, or bone, is a 
factor to be reckoned with. Indeed, it is mainly in 
connection with the bursa that complications, 
which alone make a corn a matter of serious 
import, are liable to arise. 

Some points in connection with the bursa are 
well exemplified in the following case. About 
eighteen m^iths ago I was asked to see an elderly 
lady who was suffering from acute inflammation of 
the left foot. This she ascribed to a painful corn 
on the inner aspect of the left great toe-joint, which 
had been giving trouble for the past five years. 
After any undue exertion the corn became acutely 
painful and the surrounding parts red and swollen, 
so that for the time being she was completely 
crippled. The patient told me that she had had 
many similar attacks on previous occasions, but 
none so severe as the present. Being naturally 
active and fond of walking, she found these dis¬ 
abling attacks very annoying, and was very anxious 
that something should be done to prevent their 
recurrence. When first seen the great toe and 
dorsum of the foot was acutely inflamed, and, but 
for the history, the condition might well have been 
mistaken for an attack of acute gout. To relieve 
this rest and hot fomentations were prescribed. 
Next day the pain was less acute, but seemed to 
have become centred in the region of the corn. On 
removing as much as possible of the horny layer of 
the corn, which had become thoroughly macerated, 
several drops of viscid serous fluid welled up from 
the cavity, and the patient almost at once expressed 
herself as being relieved. The bursa had been 
accidentally opened, and with relief from tension 
came relief from pain. The inflammation rapidly 
subsided, and, in order to obviate any future 
attacks, excision of the corn and bursa was prac¬ 
tised. The result is that the corn‘has ceased to 
trouble. There has been no attack for eighteen 
months, and the patient can walk a distance of six 
to eight miles in perfect comfort 


On investigating the question of treatment one is 
at once driven to the conclusion that the methods 
in general use, considered from the point of view of 
effecting a permanent cure, are unsatisfactory for 
the simple reason that in the great majority of 
cases the growth recurs. This brings me to the 
point I wish especially to emphasise, namely, that 
if appropriate measures be adopted the most 
inveterate corns may be speedily and permanently 
cured with practically no risk of recurrence at all. 

As far as I can gather, the treatment most 
commonly advocated may be summed up in the 
three words, “ Reifiove the cause,” which, as¬ 
suming the cause to be pressure and friction from 
wearing badly fitting boots, may be transposed so as 
to read, “ Wear well-fitting foot-gear.” Theo¬ 
retically no doubt this advice is sound; prac¬ 
tically it leaves much to be desired. In a certain 
number of cases it is true success follows this 
method of treatment; but in others it fails to give 
relief, and, in spite of boots and shoes built on the 
most approved principles, the corns continue to 
give trouble. 

I well remember two patients who were most 
particular with regard to their foot-gear. Each was 
in the habit of wearing boots of an approved type, 
carefully made and fitted. Through stress of cir¬ 
cumstances each was compelled to wear ready¬ 
made boots of a different type for a time. The 
result was that each developed a painful corn. 
Notwithstanding the fact that in each case the type 
of boot previously worn was soon reverted to, the 
corn, which had been started into activity by the 
badly fitting boot, continued to grow and give 
trouble—a condition of affairs which, I may men¬ 
tion incidentally, was ultimately checked by ex¬ 
cision. 

Cases such as these naturally suggest that pres¬ 
sure and friction are not the be-all and end-all of 
causation, and such no doubt is the case. As in 
most other diseases so with corns, the individual 
factor plays an important part. In other words, a 
predisposing or general cause acting from within 
must be recognised as well as an exciting or local 
cause acting from without. That this is so is shown 
by the fact that many whose feet are continually 
exposed to pressure and friction fail to develop 
corns; while others, under much more favourable 
circumstances, develop them without any apparent 
cause. What the nature of this innate proclivity is 


Digitized by 


Google 




The Clinical Journal. ] 


MR. HARDING FREELAND. 


[ June 15,1904. 141 


I do not know, but that it exists there can be no 
manner of doubt; and it is only on this hypothesis 
that one can satisfactorily explain the inveterate 
tendency that corns have to increase, notwithstand¬ 
ing the removal of the exciting cause. 

While admitting, then, the importance of wearing 
well-fitting foot-gear as, a preliminary method of 
treatment or as an accessory to other methods, the 
fact remains that it frequently fails to give perma¬ 
nent relief. 

Other methods of treatment in general use aim 
at diminishing pressure by reducing the bulk of 
the growth. These are for the most part well 
known, and consist in the application of certain 
chemical substances and certain instrumental pro¬ 
cedures. Here again one is forced to admit that, 
while frequently successful in temporarily relieving 
pain, they more often than not fail to give perma- 





Fig. 6. —Vertical Median Section of a Corn after Soakagfe 
in Salicylic Acid Solution, showing Separation of the 
Homy Layer, x 2. 

nent relief, for reasons which I shall endeavour to 
show. 

In order to determine how much of the growth 
could be removed by chemical agents, I submitted 
several corns to prolonged soakage in a saturated 
spirituous solution of salicylic acid and other drugs of 
a kindred nature, and found that separation invari¬ 
ably took place at the junction of the stratum cor- 
neum and stratum lucidum. In other words, the 
horny layer was exfoliated (Fig. 6). 

Again, in order to ascertain how much of the 
corn could be removed by the instrumental pro¬ 
cedure usually practised by the chiropodist, I 
removed several corns piecemeal, and found that 
it w r as not possible to remove more than the horny 
layer without giving rise to considerable pain 
(Fig. 7). When separation of the horny layer is 
brought about by the method just mentioned, the 
deep surface of the part removed usually presents 
an irregular jagged appearance, which is often 
shown to the patient as a proof that the corn has 


been extracted “ by the roots.” Hence one fre¬ 
quently hears the statement made by patients that 
they or their friends have had their corns extracted 
by the roots. The true explanation, of course, is 
that the vertical columns of cells have been irregu¬ 
larly severed at the level of separation. As a 
matter of fact, a corn has no roots in the ordinarily 
accepted sense of the term, and so extraction by 
the roots is impossible; but if by root is under¬ 
stood the part from which it grows, well, that has 
been left behind. 

The common defect, then, which is shared by 
all the methods of removal in general use, is that 
the removal is only partial. The part of the growth 
from which it is reproduced being left behind, a 
tendency to recurrence is inevitable. Hence the 
frequent failure of these methods to effect a per¬ 
manent cure. 



Fig. 7.—Vertical Median Section of a Corn in which 
Separation of the Horny Layer has been effected by 
Instrumental Means, x 2. 

It follows, therefore, that if a radical cure is to 
be effected the entire growth must be freely excised. 
I found that a certain amount of success followed 
this method, but that in a certain proportion of 
cases attacks of inflammation occurred on the site 
of the corn at intervals. The reason of this was 
that the bursa, which had been left behind, inflamed 
from time to time. 

I therefore came to the conclusion that, if a per¬ 
manent cure is to be effected, not only the entire 
com, but also the underlying bursa must be re¬ 
moved. Since I have practised this method my 
results have been more uniformly successful, and 
many have been permanently relieved of an afflic¬ 
tion which formerly was a constant source of 
worry and annoyance. 

Since the above was written I am gratified to 
learn that in advocating the excision of corns in 
suitable cases I am supported by no less an 
authority than Mr. H. A. Reeves. Writing in the 
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* British Medical Journal’ for March 21st, 1903, in 
reference to a communication of mine to the same 
journal on the treatment of corns he says, “ I am 
glad Mr. Harding Freeland has called attention to 
this matter .... His teaching as to the excision 
of the painful or inflamed corn and underlying 
and often inflamed bursa is the only correct one if 
a radical cure be aimed at.” 

The operation of excision is naturally painful, 
unless means be taken to secure insensibility of the 
parts. Personally I prefer a general anaesthetic. 
Gas and oxygen answer the purpose admirably for 
a single corn, if the operator is fairly expeditious, 
and has the further advantage that it is perfectly 
safe and free from unpleasant after-effects. If, 
however, any objection be raised to a general 
anaesthetic the operation may be done under a 
local anaesthesia quite well. The method which I 
usually adopt is as follows:—5 minims, more or 
less, of a 4 per cent, solution of eucaine are injected 
into the subcutaneous tissue beneath the corn and, 
having waited a few minutes, the superficial parts 
at the site of the incision are rendered insensitive 
by ethyl-chloride. Anaesthesia is now complete, 
and the operation may be at once commenced. 
The method of operating is as follows:—Having 
taken every precaution to render the parts aseptic, 
two semilunar incisions, meeting at their extremi¬ 
ties, are made through the skin around the circum¬ 
ference of the growth, taking care that they 
penetrate well into the subcutaneous tissue. The 
parts included between these incisions and between 
the surface of the corn and the underlying bone are 
then dissected out. The oozing is usually pretty 
free, and it is sometimes necessary to torsion a 
small vessel, but the haemorrhage is never severe. 
The edges of the wound are approximated by one 
or two sutures, an antiseptic dressing is applied, 
and the wound left to heal, primary union at the 
end of a week being the rule. The net result is the 
formation of a layer of scar tissue at the former 
site of the corn. It might be thought perhaps that 
the formation of a scar in an exposed position, 
where it was liable to be subjected to pressure and 
friction, would lead to untoward results, but such 
in practice is not the case. 

The following well illustrates the course and 
termination of a typical case of moderate severity. 
The patient, a domestic servant, aet. 25, had 
suffered for three years with a painful corn on the 


little toe. For the past year this had materially 
! hampered her in her work on account of the pain, 
which for the past month had been so severe that 
she had had to give up work altogether. Examina¬ 
tion revealed a corn about half a inch in diameter, 
occupying the usual position on the outer aspect 
of the little toe of the left foot. It was very tender 
to the touch, the pain, as is so frequently the case, 
radiating along the outer border of the foot to the 
calf. Excision under local anaesthesia was prac¬ 
tised by the method just described, the wound 
being approximated by two fishing-gut sutures. 
At the end of a week the wound was healed, and 
the sutures were removed. During the succeeding 
week she was able to get about, the pain having 
disappeared completely. At the end of a fortnight 
she was able to walk in comfort in ordinary boots, 
and expressed herself as able to return to her 
work, which she did. This patient was under 
observation for a year, during which time she re¬ 
mained well, at any rate as far as the corn was 
concerned. 

Before leaving this part of my subject I should 
like to give one word of warning. Corns, as is well 
known, are frequently associated with some com¬ 
mon deformities of the foot (bunion, hammer toe, 
some varieties of pes cavus, etc.), and when present 
in such cases must be regarded as the effect rather 
j than the cause of the trouble. It goes, therefore, 

I without saying that, under these circumstances, 

I the treatment of the corns must be the treatment 
of the deformity w r hich has called them into being. 
Do not be in a hurry, then, to excise a corn, and 
never do so until you have made a careful examina¬ 
tion of the foot, in order to determine whether 
; there exists any deformity which may reasonably 
account for the presence of the corn. 

To sum up, the difference between the method 
of removal 1 have just been advocating and the 
methods in ordinary use is that in the former the 
entire corn including the bursa is removed; in the 
latter the horny layer of the epidermis alone is 
separated from the underlying parts of the growth. 

, In the one case removal is complete, and recur- 
| rence practically obviated; in the other removal 
; is only partial and recurrence more than likely. 

Bunions . 

The term “ bunion ” is used to denote a painful 
swelling which frequently occurs over the inner 
1 aspect of the ball of the great toe, the nature of 
which varies with the period of its existence. In 
the first phase of its existence a bunion consists of 
a partial dislocation outward of the great toe 
(hallux valgus), which renders the head of the 
metatarsal bone unduly prominent, but as a rule 
gives rise to no symptoms beyond the deformity. 

As time goes on the exposed head of the meta- 
: tarsal bone enlarges from irritative periostitis, and 
| the patient begins to experience pain and discom- 
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fort in the region of the ball of the great toe, 
especially after exercise. The affection enters on 
its second phase. 

As the case advances still further a bursa forms 
over the inner aspect of the bony boss. The pain 
then becomes more intense, and subject to exacer¬ 
bations, owing to acute attacks of inflammation in 
the bursa and possibly also in the neighbouring 
joint, with which the bursa frequently communi¬ 
cates. This may be described as the third phase, 
or phase of maturity (Fig. 8). 

Sometimes, however, as if matters were not 
already bad enough, the condition develops still 
further, and a corn forms on the summit of the 
bursa. The condition of the patient is then miser¬ 
able in the extreme, constant pain and permanent 
lameness being the result. 

Usually commencing in childhood, the deformity, 
which may affect one or both feet, progresses 
slowly and insidiously, but rarely gives rise to 
serious trouble until adult age is reached. In the 



great majority of cases the cause is purely mechani 
cal, and may be traced to wearing ill-fitting boots, 
which are too narrow and bunch up the toes. 

By the pressure thus exerted the great toe is 
gradually forced outward, the head of the meta¬ 
tarsal bone being rendered more prominent and 
more exposed to injury. Subsequently, as the 
result of friction exerted by the upper of the boot 
on the exposed head, subacute periostitis is liable 
to occur. Once set going, the inflammatory pro¬ 
cess tends to persist and become chronic, more 
especially in those of a gouty or rheumatic dia¬ 
thesis. This in turn leads to a progressive and 
permanent hypertrophy and enlargement of the 
head of the bone, which, as previously stated, is 
liable to become complicated with bursa and com 
formation. 

Although, for the sake of clearness, the inflam¬ 
matory process has been described as affecting the 
head of the bone alone, it is almost needless to 
state that the joint and surrounding structures 
share in the changes. 

Pathologically the condition resolves itself into 
three phases : (1) of dislocation, (2) of inflamma¬ 


tion, and (3) of hypertrophy, occurring in the order 
named, but overlapping each other and progressing 
pari passu as time goes on. 

As in the early phases of the affection displace¬ 
ment of the great toe is the most striking change, 
it is not surprising that much attention should have 
been directed to remedying this defect. Many 
ingenious devices—toe-posts, springs, levers, etc. 
—have been invented from time to time for 
straightening up the great toe and correcting the 
initial deformity. In incipient cases and from an 
aesthetic point of view, when the patient can be 
found who is sufficiently persevering to wear them, 
these no doubt answer the purpose for which they 
are intended. But unfortunately the cases which 
are likely to be benefited by instrumental means 
rarely give rise to any trouble beyond the deformity, 
and either pass unnoticed or, at any rate, seldom 
seek relief at the hands of the surgeon. As a 
matter of fact, relief is seldom sought until 
symptoms, in the shape of pain and lameness, due 
to the supervention of inflammatory changes have 
developed; when, even if the appliances could be 
tolerated they are of little use, for it is manifest 
that straightening the great toe will not check the 
inflammatory changes which are at the root of the 
evil. 

Many cases, if seen sufficiently early, may be 
relieved by wearing boots constructed on proper 
principles. The soles should be amply broad, and 
the uppers well fitting at the instep, roomy in front, 
and well blocked out at the toe. In this way room 
is given for the toes to be spread, and the enlarged 
joint is relieved from irritation. 

As far as the relief of symptoms is concerned, 
che displacement of the great toe may be ignored, 
but if an aesthetic effect be desired in addition, 
this can be produced by directing the patient to 
wear stockings with a separate stall for the great 
toe, which are often a source of great comfort, 
and to adopt daily exercises of an active and 
passive kind, which are calculated to correct the 
malposition of the great toe and to bring it to a 
straight line. 

But many, especially women, in whom the 
deformity is more common than in men, cannot 
be induced to wear suitably constructed boots 
because they consider them unsightly. There are 
many cases, again, which fail to be relieved by 
boots, or get progressively worse in spite of them. 
In others, again, of long standing the deformity 
has become so pronounced that to fit a boot which 
shall be at the same time shapely and useful is well 
nigh impossible. 

What, then, can be done for the relief of these 
cases? Bearing in mind the fact that what the 
patient demands is relief from his suffering and 
restoration of his power of locomotion, let us 
revert for a moment to the question of cause. On 
what does the pain and lameness depend? Clearly 
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not on the dislocation of the great toe, which is 
often displaced to an extreme degree without giving 
rise to any symptoms at all. Symptoms, in fact, 
only arise when the head of the bone enlarges from 
inflammatory changes. This, then, I take it, is the 
keynote of the situation, for on this enlargement 
the formation of the bursa and corn when present 
directly depends. It is clear, therefore, that any 
method of treatment to be permanently successful 
must aim at getting rid of the boss of bone, which, 
by initiating and keeping going a vicious circle of 
conditions, must be considered the prime factor in 
the case. Obviously, then, if it does not interfere 
with locomotion, which in practice it does not, 
excision of the head of the metatarsal bone sug¬ 
gests itself as a rational and ideal operation. By 
this simple procedure the source of the mischief is 
removed once and for all; the joint cavity, so 
liable to become inflamed, is obliterated, the shaft 
of the metatarsal bone being joined to the base of 
the first phalanx by a band of fibrous tissue, giving 
a functionally active joint; and the dislocation of 
the great toe is at once restored. 

The method of performing the operation needs 
no detailed description here. It can be learned 
from any modern text-book on operative surgery. 
If the bursa is small it can be ignored; if, how¬ 
ever, it be large and prominent and has a thick 
wall, it should be removed; while the corn if 
present should always be excised. 

The result of the operation is well illustrated by 
the following typical case, from which Figs. 8 and 
9 were taken. On February 6th, 1903, a young 
married lady consulted me for a painful swelling 
of the right great toe-joint. The affection had 
existed from childhood. She had it, she said, as 
long as she could remember, and attributed it to 
the fact that her mother had always insisted on 
her wearing boots which were too tight, with the 
idea of producing a shapely foot. It had given no 
trouble, however, till about two years ago, when 
she began to experience pain after walking, and 
was obliged to remove the boot to obtain relief. 
The pain gradually increased in severity and 
became more constant until, about a year ago, 
lameness began. This gradually increased pari 
passu with the pain, until now she could only 
walk with the greatest difficulty, and only with 
the aid of a stick. Being naturally active and fond 
of exercise—walking, cycling, and dancing,—the 
patient was naturally much distressed at her dis¬ 
ability, from which she was eager to obtain relief. 
On examination the great toe was dislocated out¬ 
ward to a considerable degree, so that it was over¬ 
lapped by the second toe, the head of the meta¬ 
tarsal bone was enormously enlarged and covered 
by a bursa of moderate size, the soft structures in 
the neighbourhood of the bony swelling, including 
the joint, were acutely inflamed, and an ulcer had 
formed on the most prominent part of the swelling 


(Fig. 8). It was manifestly one of those cases to 
which it would be impossible to fit a useful and 
shapely boot, and excision of the head of the bone 
was advised. Attention was first directed towards 
healing the ulcer and subduing the inflammation. 
When this had been accomplished, on February 
27th, the head of the metatarsal bone was excised 
through an horizontal incision over its inner sur¬ 
face passing through the centre of the bursa, 
which was left untouched. The edges of the 
wound were brought together by three silkworm- 
gut sutures and an antiseptic dressing applied, the 
great toe being straightened and held in position 
by a pad of gauze placed between it and its neigh¬ 
bour. On March 6th, a week after the operation, 
the wound was found to be healed. On March 
13th, a fortnight from the operation, the patient 
reported that she was able to get about without 
pain, and soon she was able to walk as usual. 
Fig. 9, which should be compared with Fig. 8, 
shows the appearance of the foot at this period. 
The patient was seen on December 12th, ten 



Fig. 9.—Same Foot as Fig. 8 after Treatment. 


months after the operation. She then reported 
that there had been no recurrence of the pain, nor 
had the foot troubled her in any way. She could 
take long walks—having done as much as ten 
miles at a stretch,—cycle, and dance as well as 
ever. The toe was quite straight, and the false 
joint was firm and mobile, as tested by the fact 
that she could easily raise the weight of the body 
on to the outstretched toes. Ordinary boots were 
being worn. If any further proof of the benefit 
conferred were wanting, it is furnished by the 
voluntary statement of the patient that if at any 
time the other toe got bad, she would at once 
have it treated in the same way. 

Several other operations have been introduced 
for the relief of this condition, but none, as far as 
my experience goes, gives such uniformly good 
results as excision of the head of the first meta¬ 
tarsal bone. The relief from pain, the restoration 
of movement, and the reduction of deformity are 
so strikingly complete that it may justly be de¬ 
scribed as curative. It has the further advan¬ 
tages that the patient is laid up for a minimum of 
time and is enabled afterwards to wear ordinary 
boots with comfort. 
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Gentlemen, —The title of this communication has 
been chosen with great care because it is my wish 
that it should convey a particular meaning. The 
banefulness or harmfulness of the association of 
pregnancy and fibroids is of three kinds :— 

( 1 ) Obstructive. —The harm which may arise from 
the obstruction offered by a fibroid to a gravid 
uterus sometimes occurs early in the pregnancy 
because it may lead to impaction and even slow 
torsion of the uterus. If the fibroid be pedunculated 
the upward movement of the uterus may cause it 
to rotate and twist the pedicle; occasionally it. will 
be incarcerated by the uterus. 

(2) Septic infection. —An interstitial or a submucous 
fibroid may be infected from careless attention to 
antiseptic details following miscarrage or delivery 
at term. Occasionally a submucous fibroid may 
be extruded into the vagina during delivery, but 
this is rare. 

(3) Degeneration of the fibroid. —This is an 
insidious danger, and one which has not been fully 
appreciated by obstetricians. It is this peculiar 
change which I wish to discuss under the title 
Lnimicality of Pregnancy and Uterine Fibroids, for it 
is a condition often associated with pregnancy apart 
from septic infection ; or mechanical injury which 
the tumour may receive in the course of the gradual 
enlargement of the uterus, or during its sudden 
diminution after delivery. Moreover, the change 
which pregnancy induces in fibroids has interested 
me for many years, and I have been able to collect 
a large number of facts from personal observation. 

The usual colour of a uterine fibroid is pale 
yellow ; in many degenerating and necrotic fibroids 
this colour deepens. In the course of pregnancy a 
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fibroid, especially one of the interstitial kind, assumes 
a deep red or mahogany tint. In the early stages 
the tumour exhibits the colour in streaks, but as the 
pregnancy advances it permeates the whole tumour. 
Occasionally, even in the mid-period of pregnancy, 
this necrotic change may be so extreme that the 
central part of the tumour is reduced to a red pulp. 

In 1903 Fairbairn wrote an excellent paper on this 
necrotic change in fibroids, and it is now becoming 
familiar as the “ red degeneration.” Until Fairbairn 
began to accumulate the material for his paper 
I held the opinion that this change was only seen in 
association with pregnancy; but he soon convinced 
me that it occurred in spinsters, and I have myself 
seen since two well-marked examples in women 
who have never been pregnant. At the same time 
it must be stated that the largest number, the best 
marked, so far as colour goes, and the most extreme 
examples of this red degeneration occur in associa¬ 
tion with pregnancy. 

In the early cases which came under my notice, 
the redness of the cut surface of these tumours so 
strikingly resembled beefsteak that it suggested to 
me, and appears to have done so to other observers, 
that the change in colour might be due to an in¬ 
crease in the muscle fibres in consequence of the 
physiological enlargement of the uterus. The 
microscope,however, dispelled this illusion, showing 
the colouring material to be blood pigment 
diffused through the necrotic tissue of the tumour. 

This red degeneration is of interest outside the 
pathological laboratory, and the appended reports 
of actual cases will, I hope, show that it is of clinical 
importance. 

Case i. —A well-developed woman, set. 28, 
sought advice for an abdominal swelling which she 
said had recently grown much larger and had become 
painful. Menstruation had been in abeyance three 
months. A hard rounded swelling as big as a fist 
occupied the right iliac fossa; a larger rounded 
tumour could be felt immovably impacted in the 
pelvis to the left of the cervix, whilst the vaginal 
portion of the cervix was pushed to the left side 
and in order to reach it the finger had to sweep over 
the rounded contour of the impacted tumour which 
appeared to usurp all the available space in the true 
pelvis. Pressure on the tumour caused pain, and 
there was some difficulty with the rectum, but for¬ 
tunately there was no interference with the bladder. 
These signs led me to diagnose fibroids impacted 



by pregnancy. At the operation a large tumour in 
the anterior wall of the uterus was found impacted 
in the pelvis, the body of a gravid uterus occupied 
the hypogastrium, and a tumour in the posterior 
wall of the uterus was lodged in the right iliac fossa, 
so that the uterus was not only rotated through 90° 
but also acutely flexed. On removal the organ 
was carefully hardened and sectioned in its sagittal 
axis. The tumours when divided exhibited irregular 
red streaks; these were most marked in the larger 


Gravid uterus deformed by fibroids which were soft, 
red, and one was diffluent. Removed from a 
woman aet. 28 on account of pain, impaction, and 
rotation of the uterus. The arrow lies in the 
cervical canal. (Case 1.) 


fibroids, and its central parts were soft and diffluent. 
The pregnancy had advanced beyond the third 
month (‘ Lancet,’ Jan. 4th, 1902, p. 17). 

The interest of the case is threefold. The 
pregnancy had not only produced impaction of the 
uterus but had also caused it to rotate, a condition 
of things which would require surgical intervention 
quite apart from any consideration of the degene¬ 
rative changes which had happened in the fibroid. 
It is also impossible to decide whether the pain of 
which the patient complained depended on the 
impaction and rotation of the whole organ or on the 
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molecular changes in the tumour. That red 
degeneration is a cause of pain the following cases 
well illustrate. 

Case 2.—A woman, set. 34, and advanced to 
the sixth month of pregnancy, suddenly felt 
acute pain in the abdomen. On undressing and 
examining herself she found a lump in the right 
iliac fossa. She was admitted into the Chelsea 
Hospital for Women two days later. A rounded, 
smooth, exquisitely tender tumour closely attached 
to the uterus was found; the patient’s temperature 
had reached ioo°,and she anxiously demanded relief. 
The swelling was thought to be an ovarian tumour 
with a tightly twisted pedicle. The tumour, when 
exposed through a median subumbilical incision, was 
found to be a subserous fibroid, sessile on a gravid 
uterus. Its removal offered no difficulty; the 
patient recovered and the pregnancy ended suc¬ 
cessfully. 

After removal the tumour was bisected and a 
quantity of red fluid escaped. The solid parts of the 
tumour had a dull red mahogany tint throughout. 

(This case is briefly mentioned by Fairbaim, 
‘ Journal of Obstetrics and Gynaecology of the 
British Empire,’ 1903, p. 13.) 

Case 3.—This patient was a married woman, 
aet. 36. In 1896 she gave birth to a healthy child. 
Two years later a fibroid the size of a turkey’s egg 
appeared in the epigastrium. Towards the end 
of 1900 she became pregnant a second time, 
and was delivered in July, 1901. A few days 
after the birth of the child the fibroid became 
tender; irregular losses of blood occurred and 
became so alarming as to induce Mr. W. K. 
Loveless to place the patient under my care. At 
this time the woman was profoundly anaemic and 
had a tumour the size of a cricket ball, very tender, 
freely movable, but sessile, in a puerperal uterus. 
Hysterectomy was successfully carried out by the 
abdominal method. The fibroid on section was 
the colour of mahogany throughout; its central parts 
and the segment of its circumference in relation 
with the uterine cavity were soft and diffluent. 
Bacteriologic examination of the solid peripheric 
portion of the tumour was negative (‘ Lancet,’ 
Jan. 4th, 1902, p. 17). In 1904 the patient was 
in excellent health. 

The next case is of interest because it shows that 
when a fibroid with red degeneration is enucleated 
from the .uterus of a woman during the child¬ 


[ June 22,1904. 147 


bearing period it is well to bear in mind the 
probability of a co-existing early pregnancy. 

Case 4.—This patient was 36 years of age and 
married. For some months she had noticed an 
enlargement in the hypogastrium and believed 
herself pregnant, an opinion supported by the fact 
that she had missed two menstrual periods. 
She was examined in consultation by two doctors, 
who found the signs consistent with pregnancy, but 
inconsistent with two months’ amenorrhcea. She 
came under my care, and I had no doubt of the 
existence of a large uterine fibroid growing from the 
anterior aspect of the uterus, bulging into the hypo¬ 
gastrium, compressing the bladder and producing 
pain. I could not satisfy myself in regard to the 
pregnancy, and as the tumour caused much incon¬ 
venience and pain I decided, with the consent of 
the patient’s brother (a doctor), to remove it. The 
patient was extremely anxious to have the uterus 
spared if possible, for she desired to have a child. 
May 12th, 1902 : I succeeded in removing a very 
large fibroid from the anterior aspect of the cervix 
through an incision in the abdominal wall with 
very little difficulty. The uterus, somewhat enlarged 
and soft, appeared healthy and was left in accord¬ 
ance with the patient’s keenest wishes. The fibroid 
on section presented a uniform mahogany colour, 
but showed no traces of softening. August 31st: 
Her doctor informed me that the patient was 
advanced in pregnancy to between the fourth and 
fifth month. January 2nd, 1903 : The patient 
became the happy mother of a fine boy. It is 
quite clear that the enlargement of the uterus and 
the redness of the fibroid were due to pregnancy 
which had been in progress for about six weeks. 

In 1901 I published some Lectures on ‘The 
Surgery of Pregnancy and Labour complicated with 
Tumours ’ (‘ Lancet,’ 1901, vol. 1, p. 452), and 
recorded some cases in which fibroids complicating 
pregnancy had given rise to trouble, and the pain 
which they set up was of such a kind as to demand 
surgical interference. It is also noteworthy that in 
some of the cases recorded by other surgeons which 
are tabulated in those lectures, the operations were 
undertaken for the relief of the pain and under the 
impression that the tumours were ovarian and had 
become incarcerated by the gravid uterus, or had 
undergone axial rotation. 

Not the least remarkable feature in the clinical 
aspect of these tumours is the fact that a sessile 
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fibroid may be enucleated from the walls of a gravid 
uterus even as late as the fifth month without dis¬ 
turbing the fruit. This is another example of the 
manner in which the uterus tolerates surgical inter¬ 
ference even when pregnant. In my last communi¬ 
cation to this Journal, April 20th, 1904, p. 5 ,1 briefly 
described a case in which a large fibroid growing 
from the anterior aspect of the cervix was associated 
with a retroverted and firmly incarcerated gravid 
uterus. The organ was with great difficulty replaced 
and the fibroid enucleated through an abdominal 
incision. The patient recovered and went to the 
eighth month. The child survived its birth two 
months. It is well for surgeons to appreciate 
uterine tolerance under these conditons, for they 
may save their patients much bodily suffering as 
well as mental anguish. Of this the following 
record may serve as an illustration. 

Case 5.—A patient set. 28 years, and in the third 
month of her first pregnancy, complained of pain 
which led to an abdominal examination and the 
discovery of a tumour in the left iliac fossa, which an 
experienced gynaecologist regarded as an ovarian 
cyst complicating pregnancy. Median subumbilical 
coeliotomy was carried out and a sessile uterine 
fibroid discovered instead of an ovarian cyst; the 
incision was at once closed for fear of disturbing the 
pregnancy. The patient recovered and went to 
term, but the child lived only thirty-six hours. 

After the confinement the mother had so much 
discomfort from the tumour that she decided to have 
it removed. Four weeks after labour I succeeded 
in enucleating a sessile fibroid the size of my fist. 

' Its central parts were diffluent and its harder parts 
here and there streaked with red, but the bulk of 
the tumour had the colour of wash leather. Her 
recovery was quick and uneventful. 

Myomata and fibro-myomata of the uterus are 
exceptional among tumours in several ways, and 
their life history is in accordance with that of the 
organ in which they grow. They arise during 
the functional period of the uterus, and usually 
their growth ceases with the cessation of the uterine 
activity, and they may shrink coincident with the 
atrophy of the uterus. 

Another striking feature of the myoma and the 
fibro-myoma is its painlessness; and yet as the 
cases recorded in this paper show, when they 
undergo red degeneration painfulness and tender¬ 
ness are very marked clinical features and especially 


when the degeneration is associated with preg¬ 
nancy. 

Continued observations on pelvic tumours 
convinces me more and more of what I have often 
expressed in my writings, that when a tumour 
suspected to be a fibroid of the uterus becomes 
painful and tender, it signifies that the tumour is 
undergoing secondary changes, and especially red 
degeneration, or that some complication has arisen 
in the pelvis; in a fair proportion of cases it 
means that the tumour is not a fibroid—in plain 
words, the diagnosis is probably erroneous. 

It is also worth noting that the painfulness and 
tenderness associated with red degeneration is only 
markedly observed in fibroids when associated with 
pregnancy. This at least is my experience, but 
wider observation is necessary. It is, however, a 
clinical feature worth close observation. It is also 
a matter of interest to decide whether red degene¬ 
ration occurs as frequently in cervical fibroids as 
in those which grow in the body of the uterus 
when complicated with pregnancy. 


A LECTURE 

ON 

DISSEMINATED SCLEROSIS. 

Delivered at the Medical Graduates’ College and Polyclinic 
By BYROM BRAMWELL, M.D., F.R.C.P.E. 


Gentlemen, —Disseminated sclerosis—the disease 
to which I propose to direct your attention this 
afternoon—is an extremely interesting and im¬ 
portant affection. When the authorities of this 
college did me the honour of asking me to deliver 
one of these lectures I thought I could not do 
better than take disseminated sclerosis as my 
subject, for during the past year I have been 
working up my cases of the disease, and one 
naturally likes to talk about a thing that is fresh in 
one’s mind. I say disseminated sclerosis is a very 
interesting and important disease for several 
reasons. In the first place, the lesion is a very 
peculiar one, consisting as it does of patches of 
socalled sclerosis scattered, as it were, hap¬ 
hazard throughout the nervous system. The dia¬ 
grams which I have drawn on the blackboard 
represent three sections through the cervical, 
dorsal, and lumbar regions of the spinal cord in a 
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case which came under my own notice some five 
and twenty years ago. You will see that at , 
different levels the patches of sclerosis, which I 
have coloured in red, occupy very different parts of 
the transverse section. When one remembers that 
in cases of disseminated sclerosis patches of this 
kind may be scattered not only throughout the 
spinal cord, but also through the brain, and in 
some cases in the peripheral nerves, more par¬ 
ticularly the optic nerves, one can readily under¬ 
stand how multifarious the symptoms of the disease 
may be. It is highly probable, I think, that if the 
peripheral nerves were more carefully and sys¬ 
tematically examined in disseminated sclerosis, they 
would be found to be affected more frequently 
than is generally supposed. Further observation is, 

I think, required on this point. Again, the disease 
is interesting from a scientific point of view 
because of the obscurity of its causation. We are 
in fact ignorant of the exact cause of disseminated 
sclerosis. Two chief theories hold the field ; one 
is that the patches of sclerosis are inflammatory in 
origin and are due to some form of irritant or 
toxin, either introduced into the body from without 
or generated from within, which, carried through 
the blood, irritates the nervous tissue around the 
blood-vessels. Another view is that the lesions are 
the result of some congenital defect or weakness in 
the nervous tissues which are specially affected. A 
good deal can be said in support of both of these 
views. Possibly both views are correct; they 
certainly are not necessarily contradictory. On the 
present occasion I do not propose to discuss in 
detail these difficult and, in the present position of 
our knowledge, somewhat unsatisfactory patho¬ 
logical questions. It is of course impossible in 
the brief limits of a single hour to attempt to cover 
in detail such an extensive subject as disseminated 
sclerosis. What I propose to do is to direct your 
attention to some of the clinical aspects of the 
subject, basing my remarks more particularly upon 
my own experience. 

The clinical picture which different cases of 
disseminated sclerosis present is very diverse. This, 
as I have already said, is largely, in many cases at 
all events, due to the multiplicity of the lesions, to 
the fact that different parts of the nervous system 
are in different cases affected by the lesions; 
partly to the fact that, in the early stages of the 
disease more especially, the symptoms are apt to 


vary in a most remarkable way from time to time ; 
and partly to the fact that different cases present 
great differences as regards the duration of their 
course—some last a comparatively brief time, 
others go on for a very long series of years. 

Clinically the disease is also of great importance 
from the very great difficulty that there is, in some 
cases, in diagnosing it in its early stages—from the 
fact, which I will presently point out in more 
detail, that it is so apt to be mistaken for functional 
disease, for so-called hysterical conditions. I know 
of no disease which is so often confounded with 
hysteria—the most experienced men find it some¬ 
times impossible in the early stages of the disease 
to differentiate it from hysteria. Dr. Buzzard in 
particular has directed attention to the differential 
diagnosis of disseminated sclerosis and hysteria— 
my experience confirms all that he has said on this 
point. The difficulty of differentiating disseminated 
sclerosis in its early stages from hysteria is due to 
the following circumstances:—The two conditions 
are apt to affect patients of the same sex and of the 
same age; in the early stages of disseminated 
sclerosis the symptoms are largely functional and 
temporary ; the symptoms in disseminated sclerosis 
are apt to vary in character and in intensity, to 
come and go from time to time ; and the symptoms 
in disseminated sclerosis are apt to be aggravated, 
and apparently in some cases produced by nervous 
and other shocks—conditions which, as we all 
know, are often followed by, and apparently the 
cause of, functional and hysterical symptoms. 

But it is not only with functional affections that 
disseminated sclerosis is apt to be confounded. 
There are many organic diseases of the nervous 
system in which in certain cases the differential 
diagnosis is attended with great difficulty. So-called 
ataxic paraplegia, in young subjects, for example, is, 
I believe, in the vast majority of cases nothing more 
or less than disseminated sclerosis. Spastic para¬ 
plegia in its early stages is in some cases merely the 
beginning—the first manifestation—of disseminated 
sclerosis. Retro-bulbar neuritis is often nothing 
more than a manifestation of disseminated sclerosis. 
Disseminated myelitis and syphilitic myelitis are 
very apt to be mistaken for disseminated sclerosis. 
Some cases of general paralysis of the insane 
present features closely resembling those of dis¬ 
seminated sclerosis ; or perhaps it would be better 
to put it the other way round and to say that 
Digitized by 
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disseminated sclerosis in its early stages may 
closely simulate general paralysis of the insane. 
Friedreich’s ataxia, paralysis agitans, chorea, com¬ 
bined sclerosis, both the subacute and chronic 
forms, and even tabes, are apt to be mistaken for 
disseminated sclerosis. I have known cases in 
which disseminated sclerosis in its early stages has 
been thought to be an intra-cranial tumour, indeed, 
I have a case of this sort under my care in 
Edinburgh at the present time. 

After these introductory remarks let me direct 
your attention to certain points connected with the 
etiology and clinical history of the disease. 
Disseminated sclerosis is as a rule a chronic 
disease, though in exceptional cases it runs an 
acute and rapid course. I have known cases in 
which the duration was measured by months rather 
than by years. It is a comparatively common 
disease in this country. A short time ago I 
analysed all the cases of nervous disease which 
had come under my notice, with the object of 
determining the relative frequency of disseminated 
sclerosis. I found that one in every fifty-eight 
of my nervous cases, functional as well as organic, 
was a case of disseminated sclerosis. That shows 
that in this country disseminated sclerosis is a 
common disease. In my practice the disease is 
somewhat, but not much, more frequent in hospi¬ 
tal than in private practice. It is a very remark¬ 
able fact that in America disseminated sclerosis 
seems to be much more rare. On contrasting my 
figures with those recently published by a number 
of American physicians I found that in this 
country disseminated sclerosis is three and a half 
times as common, in proportion to other diseases 
of the nervous system, as it is in America. That 
is a fact which it is extremely difficult to explain. 
But it is only one of many facts connected with 
disseminated sclerosis which it is difficult to explain. 
Disseminated sclerosis, then, is a comparatively 
common disease in this country. It seems to be 
quite as common in Edinburgh as it is in London. 
A comparison of my own statistics with those of 
Queen Square Hospital seems to show that the 
frequency is about the same in the two places. 

In my experience disseminated sclerosis is much 
more common in women than in men. The 
statistics of different observers are not, however, at 
one on this point; some authorities think that the 
disease is as common in men as it is in women. I 


have analysed 108 cases of disseminated sclerosis 
in which a definite diagnosis was made, leaving out 
of account a considerable number of doubtful cases, 
many of which will no doubt turn out to be cases 
of disseminated sclerosis. Of these 108 patients, 
sixty-seven were women and forty-one men. In the 
great majority of cases the disease commences in 
early adult life. These facts are, I think, of some 
importance so far as diagnosis is concerned; the 
fact that disseminated sclerosis so frequently occurs 
in young women is one of the reasons why it is so 
frequently thought to be hysteria. My observations 
show that the period at which disseminated 
sclerosis is more frequently developed is between 
the ages of twenty and twenty-five. I have drawn 
on the blackboard two diagrammatic curves show¬ 
ing the age-frequency at which my 108 cases of 
disseminated sclerosis occurred in men and women 
respectively. The white line represents the female 
cases and the red line the male cases. I have 
divided the age-frequency into periods of five years. 
Thirty-one is the greatest number of cases which 
occurred at any one age-period. In females between 
the ages of one and five years inclusive there is 
only one case; between the ages of six and ten 
inclusive, one case; between the ages of sixteen 
and twenty years inclusive, eleven cases ; between 
the ages of twenty-one and twenty-five years inclu¬ 
sive, thirty-one cases ; between the ages of twenty- 
six and thirty years inclusive, ten cases; after the 
age of thirty there are, you will see, very few cases. 
The curve in the male cases is practically the same; 
in men as in women the greatest number of my 
cases occurred between the ages of twenty-one and 
twenty-five years inclusive. Though these curves 
merely represent the age-frequency in a compara¬ 
tively limited number of cases (108 cases), they 
are so definite and they so closely correspond that 
it is difficult to suppose that they are merely 
accidental. 

With regard to the occupation of the patients I 
have nothing very definite to say, except this, that 
the disease }ias occurred in my cases far more 
frequently in comparatively well-to-do people than 
in the lower classes of the community. Dis¬ 
seminated sclerosis occurs, in my experience, very 
much more frequently amongst women who are 
engaged in household work — not servants, but 
single girls living at home and engaged in household 
work, and in married women—than in any other 
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class of the community. For example, forty-three 
of my 108 cases were either single women living 
at home or married women engaged in housework. 
The greatest number of any other occupation after 
that was four—clerks. The occupations of the re¬ 
maining sixty-one cases were multifarious. I have a 
long list, here, but I need not read it to you. In 
the 108 cases there were only two labourers. 
According to my experience, people who are 
engaged in hard, laborious work comparatively 
rarely suffer from the disease. 

As regards the cause, I have already said that 
many authorities believe that the disease is due to , 
some irritant, some toxin, carried to the nerve- 
centres and distributed by the blood - vessels. 
There can be no question that disseminated 
sclerosis not unfrequently seems to develop after 
an acute disease, such as influenza. In thirty-five 
of my 108 cases I was unable to detect any 
obvious cause for the disease. In nineteen cases 
some febrile or infectious disease, such as influenza, 
rheumatic fever, etc., either alone or in conjunction 
with some other cause, seemed to be the exciting 
cause of the disease. But in some of these cases, 
when one came to very carefully investigate the 
history, one found that the disease had undoubtedly 
been in existence before the onset of the febrile 
disease. It is certain, I think, that in some cases 
in which influenza, scarlet fever, rheumatic fever, 
etc., seems to be the starting-point of the disease, 
or is thought by the patient to be the cause of the 
disease, that it is merely an aggravating cause, 
which lights up, as it were, the lesion and intensi¬ 
fies symptoms which were previously present in a 
slight or unrecognised form. For example, a patient' 
recently consulted me, who dated her disseminated 
sclerosis from an attack of influenza three and a 
half years before. She stated that she had been 
quite well until that time; but on carefully inquir¬ 
ing into the history I found that seven years pre¬ 
viously she had suffered from diplopia. Now, in 
my experience diplopfi is a common symptom 
in the early stages of disseminated sclerosis; 
I should say that it is quite as common an 
initial symptom in disseminated sclerosis as in 
tabes. Of course in the particular case to which 
I have just referred the diplopia may have been an 
accidental circumstance, but I am disposed to 
think that the probability is all the other way. I 
have seen several other cases in which an infectious 


disease at first sight appeared to be the exciting 
cause, but in which there could be little doubt 
that the symptoms of disseminated sclerosis had 
previously been present. In seventeen of my cases 
an injury, either alone or with some other cause; 
in fourteen cases a chill, either alone or with some 
other cause; and in ten cases mental worry, shock 
or grief, either alone or with some other cause, 
seemed to be the cause of the disease. In the 
remaining cases a great variety of causes were 
blamed, or appeared to be the starting-point of 
the disease in individual instances. In this con¬ 
nection I may say it has been suggested that 
metallic poisoning sometimes causes disseminated 
sclerosis, but I have only one case in which a 
person who worked in lead was affected with the 
disease. In one case, which died a few weeks ago 
and was examined post-mortem, excess of tobacco 
seemed to be the cause of the disease. The 
patient, a young man aet. 22, travelled for a firm 
of tobacconists; he was allowed to smoke as much 
as he liked free of charge; and he availed himself 
of this privilege to the utmost—from the age of 
seventeen up to twenty-one, when the disease 
developed, he used, he said, to smoke on an 
average forty cigarettes, a considerable number of 
cigars, and several pipes a day. The excessive 
tobacco smoking was in that case the only apparent 
cause of the disease. Let me here say that syphilis 
appears to have nothing to do with the production 
of disseminated sclerosis. My observations and 
the observations of, I think, almost all authorities 
are conclusive on this point. In my 108 cases 
there were only two or three cases in which the 
patients had had syphilis, and in one of these 
cases at all events the syphilis was contracted after 
the disseminated sclerosis developed. I am quite 
satisfied that syphilis is very rarely if ever a cause 
of the disease. 

As I have already stated, in the great majority 
I of cases disseminated sclerosis develops during 
early adult life, between fifteen and thirty-five—in 
my cases by far the greatest number of cases both 
in males and in females developed between the 
ages of twenty-one and twenty-five years inclusive; 
before the age of fifteen and after the age of thirty- 
five the disease is, comparatively speaking, very 
rare. The great majority of the patients have been 
perfectly well, strong, and healthy young men and 
women until the disease develops; and they do 
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not present, so far as my experience enables me to 
judge, any of the stigmata of degeneration. This 
is, I think, a point of some little importance in 
connection with the view that the disease is due to 
some congenital or inherited defect in the nervous 
tissues. There is a very remarkable contrast in 
this respect between disseminated sclerosis and 
syringomyelia. In the latter, a disease in which 
there is a congenital defect, the patients very often 
present some peculiarity of external conformation 
which stamps them as abnormal—some one or 
other of the so-called stigmata of degeneration. I 
have never seen anything to lead me to suppose 
that this occurs in disseminated sclerosis. Dis¬ 
seminated sclerosis usually attacks perfectly healthy, 
well-developed young adults; and so far as I have 
been able to judge, the subjects of disseminated 
sclerosis do not usually inherit any particular 
tendency to nervous disease. 

The onset of the disease is in many cases 
very insidious; in some cases the onset is acute. 
In a considerable proportion of cases the first 
symptoms are developed immediately or soon after 
an attack of some infectious disease, such as 
influenza, after a traumatic injury, over-fatigue, 
mental shock, and so on. In the early stages, as I 
have already said, the symptoms are very often 
thought to be, and in fact are in many cases, 
merely functional. In the early stages of dis¬ 
seminated sclerosis there may be nothing to show 
that the patient is suffering from any organic 
disease of the nervous system. In my cases some 
of the most frequent symptoms in the early stages 
have been temporary numbness or temporary weak¬ 
ness, loss of power (paralysis or paresis), stiffness, 
etc., in a limb or limbs. The numbness or paraly¬ 
sis is often developed suddenly; after lasting for a 
few days, weeks, or months, it may then suddenly 
disappear. In some cases repeated attacks of 
temporary paralysis, numbness, etc., occur. In a 
considerable proportion of my cases diplopia was an 
early symptom; sometimes the diplopia was at¬ 
tended with an obvious squint, in other cases there 
was no strabismus. Temporary impairment of 
vision occurs in a certain proportion of cases. 


disappear for a time, and then return in the later 
stages of the case. Urinary derangements, head- 
I ache, affections of speech may all occur as tem- 
| porary symptoms in the early stages of the disease. 

When the disease is fully developed the sym¬ 
ptoms are of course extremely characteristic. I 
need not describe these symptoms in detail; you 
are all no doubt w’ell acquainted with them. 

The inco ordinate gait or inco-ordinate spastic 
gait, the nystagmus, the volitional tremor, the 
speech affection are highly characteristic features. 
In the great majority of cases there is some loss of 
power, paralysis or paresis. In a certain proportion 
of cases there is pain in the lower part of the back. 
In a large proportion the functions of the bladder 
are in some way or other affected—a very common 
derangement is inability to start the act of mic¬ 
turition : in many cases there is “ forcing,” in 
some “ precipitant ” micturition, in some incon¬ 
tinence; less frequently paralysis of the bladder 
and retention requiring the use of the catheter. In 
the earlier stages some of the slighter defects of 
urination are extremely common. Constipation is 
in many cases a prominent symptom. Paraes- 
thesiae of some form or another are usually present— 
numbness, sometimes temporary, often varying in 
its site from time to time, is very frequent; “ pins 
and needles ” are less common; coldness of the 
feet, sometimes also coldness of the hands, is a very 
frequent symptom. Well-marked and persisting 
disturbances of sensation of an objective kind are, 
in my experience, comparatively rare. I have 
found well-marked anaesthesia, analgesia, and altera¬ 
tions of the temperature sense in comparatively 
few cases. Blueness of the hands and feet I have 
seen in a certain proportion of cases. As I have 
already stated, the patients are usually well 
nourished; in the later stages of the disease 
profound disturbances of nutrition are of course 
often present. In the advanced stages of the 
disease the facial physiognomy is often very charac¬ 
teristic, the expression is vacant-looking, and may 
lead one to suppose that the intellectual faculties 
are much more profoundly affected than is actually 
the case. In many cases there is some disturbance 


Giddiness is a very common initial symptom. In 
a few cases the volitional tremor, which is such a 
characteristic feature of most fully developed cases, 
was the initial symptom; like the other initial 
symptoms, it may be merely temporary—it may 


of the intellectual faculties—the memory is im¬ 
paired in a considerable proportion of cases; 
emotional disturbance, especially a tendency to 
causeless laughter, is not uncommon ; the temper 


is sometimes affected; very occasionally there are 
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grandiose ideas—I * need not say that in the 
exceptional cases in which grandiose ideas are 
present, in which the articulation is markedly 
affected, and in which tremors of the tongue, lips, 
and facial muscles are marked, the condition may 
be easily confounded with general paralysis of the 
insane. Giddiness, as I have already said, is a 
very frequent symptom ; headache is present in a 
considerable proportion of cases; occasionally there 
is vomiting, and in exceptional instances con¬ 
vulsions. When the disease is well marked the gait 
is usually markedly inco-ordinate, but the inco-ordi¬ 
nation is different from that of tabes; it is, so to speak, 
a more general and coarser inco ordination, it affects 
the muscles of the trunk as well as the muscles of 
the legs. Rombergism is present in a considerable 
proportion of cases. A certain degree of spasticity 
is often associable with the inco-ordination. In 
some cases the gait is characteristically spastic. In 
some cases the head and neck look as if they were 
held stiffly, while at the same time fine rhythmical 
tremors can be noticed in the head and trunk as 
the patient walks. In rare cases in which the gait 
is markedly spastic, in which the feet seem to be 
stuck to the ground, rhythmical tremors involve 
the legs, trunk, and head, and the gait is not only 
stiff (spastic), but has a rhythmical trembling 
character. The characteristic intentional tremor 
is usually of course best marked in the upper 
extremities; in order to demonstrate the intention- 
tremor (in those cases in which it is comparatively 
slight), the patient should be asked to carry a glass 
of water to the mouth or to perform the finger-nose 
test. In some cases the intention-tremor is uni¬ 
lateral. In some cases the movements of the 
upper extremities, head, tongue, etc., are wildly 
inco-ordinate. In rare cases in which the intention- 
tremor is very marked the rhythmical movements, 
which usually only occur during the performance 
of a voluntary movement, may occur or continue 
when the upper extremities are at rest. The con- 
* dition of the reflexes in disseminated sclerosis is 
of very great importance. In the great majority 
of cases the knee-jerks and Achiilis-jerks are 
markedly exaggerated—in at least 90 per cent, of 
my cases the knee-jerks have been exaggerated;— 
abolition of the knee-jerks may occur, but is most 
exceptional, and is probably due to a patch of 
sclerosis directly involving the reflex arc in the 
lumbar enlargement of the cord. Ankle-clonus is 


present in a large proportion of cases, either 
on both or on one side; the deep reflexes in the 
’ upper extremities are often exaggerated ; the jaw- 
jerk is in some cases exaggerated. Then the con¬ 
dition of the plantar reflex is of very great import¬ 
ance. In the great majority of cases the Babinski 
1 sign—a double extensor response—is present; in 
some cases, more especially in the early stages of 
the disease, the Babinski sign is unilateral, the toe 
movement on the opposite side being flexion. As 
I shall presently point out, the presence of the 
Babinski sign is of the very greatest importance in 
the differential diagnosis of disseminated sclerosis 
and hysteria. The abdominal reflex, curiously 
enough, is usually absent; I do not know how to 
explain this fact. The eye symptoms and signs, 
both negative and positive, are of very great import¬ 
ance. As I have already stated, diplopia is a 
common symptom both in the early and in the 
later stages of the disease. Ocular paralysis with 
strabismus, often temporary in their duration, occur 
in a considerable proportion of cases. Nystagmus, 
as everybody knows, is a very frequent and most 
important symptom ; the presence of nystagmus 
is of great importance in differentiating dis¬ 
seminated sclerosis and hysteria. The pupils are 
usually normal, though hippus—alternate contrac¬ 
tion and dilatation of the pupil—will be found to 
be present in a considerable proportion of cases if 
carefully looked for, and is probably of some diag¬ 
nostic importance. My experience shows that the 
pupils are usually of medium size, occasionally 
dilated, less frequently contracted; generally equal 
in size, regular in outline, and circular in shape ; 
contracting actively to light, and also to accommo¬ 
dation. The Argyll-Robertson condition of the 
pupil is quite exceptional in disseminated sclerosis, 
though I have seen it in a few cases. In a sus¬ 
pected case of disseminated sclerosis the presence 
of the Argyll-Robertson pupil usually indicates 
previous syphilis, and is highly suggestive that the 
condition is not disseminated sclerosis, but 
syphilitic disseminated myelitis, or general paralysis 
of the insane. It is possible, however, that true 
disseminated sclerosis may occur in a patient whose 
pupils are fixed as the result of previous syphilis 
(/. e. in a syphilitic), or that the abolition of the 
pupil reflex to light may be due to a patch of 
sclerosis directly involving the reflex arc for the 
light reflex (/. e . in persons who are not spyhilitics 
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as the direct result of the disease—disseminated 
sclerosis). Vision is affected in a large proportion 
of cases. In at least 50 per cent, of my cases I 
vision has been affected in some way or another. 
The affection of vision is sometimes temporary, 
sometimes permanent; the visual defect is usually 
bilateral, but in some cases unilateral. Impair¬ 
ment of vision in one or both eyes may occur 
suddenly, and after lasting for a longer or a shorter 
time may as suddenly disappear. In rare cases 
the patients state that there is complete temporary 
loss of sight in one eye. Rapid or sudden impair¬ 
ment of sight or loss of sight, rapidly recovered 
from after lasting a longer or shorter time, occur¬ 
ring in a young woman is usually believed 
to be indicative of hysteria, but in my opinion is 
highly suggestive, infinitely more suggestive, of 
disseminated sclerosis. Dr. Buzzard has em¬ 
phasized this point; I entirely -agree with his 
opinion. Retro-bulbar neuritis occurs in a certain 
proportion of cases—it may be one of the initial 
symptoms of the disease. In these cases the visual 
defect may be very marked, for central vision is 
affected, but the ophthalmoscope may show little 
or even no change in the fundus. There is 
usually in these cases some pallor of the disc or 
discs, and in exceptional cases a slight degree of 
optic neuritis; on mapping out the fields with the 
perimeter a central scotoma can usually be demon¬ 
strated, and the peripheral fields may be only 
slightly, in some cases, not at all, constricted. It is 
a remarkable fact, and one which it is essential to 
remember for the purposes of diagnosis, that the 
visual condition and the ophthalmoscopic appear¬ 
ances (the condition of the discs) in many cases of 
disseminated sclerosis do not correspond. In 
some cases in which the visual defect is consider¬ 
able the ophthalmoscope shows little or no change 
(perhaps slight pallor, but it may be a normal 
disc); in other cases, in which the discs are mark¬ 
edly pale and atrophied, the visual defect is very 
slight, much less than the degree of pallor of the 
discs would lead us to suppose. Optic atrophy is 
present in at least 40 per cent, of the cases of dis¬ 
seminated sclerosis. My experience on this point 
entirely corresponds to that of Uhthoff and Buzzard. 
The atrophy is usually slight or moderate in 
degree, it usually stops short and very rarely indeed 
progresses, as it so often does in tabes, to produce 
complete blindness ; I have only seen one case in 


which the optic atrophy became complete and the 
vision in both eyes completely lost. In dissemin¬ 
ated sclerosis the atrophy may be confined to one 
eye ; it is often partial, limited to the temporal 
sides of the discs. When the optic atrophy is 
slight in degree it may be exceedingly difficult to 
say whether the pallor is pathological or not. I 
wish particularly to emphasise the diagnostic im¬ 
portance of pallor of the discs. I have seen more 
than one case in which (prior to the discovery 
of the Babinski sign) it was the only definite sign 
of organic disease. In a few cases of disseminated 
sclerosis there is optic neuritis; it is, however, 
very rare, and even when present is usually slight 
in degree. The other special senses are affected 
much less frequently than vision. Hearing is 
occasionally impaired ; taste and smell are, in my 
experience, very rarely affected. In the latter 
stages of the disease contractures and bed-sores 
are very common; In almost all of the cases in 
which the patients have died under my personal 
observation contractures and deep bed-sores have 
developed. In the earlier stages trophic lesions 
in the skin do not occur. Vaso motor alterations 
are sometimes met with; in several cases blueness 
and coldness of the hands and feet have been 
prominent symptoms. If I may judge from my 
experience, the heart and kidneys are very rarely 
affected in this disease. 

This rough analysis of the symptoms which were 
present in the 108 cases which I have personally 
observed will, I hope, enable you to realise the 
more important clinical features of the disease in 
its fully developed and advanced stages. 

But the points that I wish particularly to em¬ 
phasize to-day are the very indefinite characters of 
the disease in its early stages, the great variability 
of the symptoms, the difficulty of diagnosis in the 
early stages, and the frequency with which dis¬ 
seminated sclerosis is in its early stages confounded 
with functional affections and with hysteria. As I 
have already pointed out, the profession in this 
country is under a deep debt of gratitude to Dr. 
Buzzard for his numerous and important writings 
on this point. In order to illustrate the difficulty 
in diagnosis and the sort of case in which this 
difficulty occurs, let me give you an illustration. 
A well-nourished, healthy-looking, young woman, 
jet. say 23, comes to us complaining of some 
difficulty in walking, some unsteadiness of gait 
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She tells us that a few months or a year or two 
ago, after perhaps an attack of influenza, some 
nervous shock, a slight traumatic injury, a long 
walk, or, in many cases, without any apparent 
cause, she suddenly lost power or had numbness | 
in an arm or leg, or that perhaps she saw double, I 
or had temporary impairment or even loss of sight , 
in one or both eyes. On questioning her we find ' 
that she has probably been giddy, and that there 
may perhaps have been some slight difficulty in ! 
micturition (such as delay in starting the act, 

“ forcing,” or slight incontinence). She looks in 
perfect health. Her friends tell us that she is not 
naturally nervous or hysterical, though she may have 
become so since the symptoms commenced. The j 
gait is probably a little unsteady. The knee- , 
jerks are exaggerated; but this is not distinc- | 
tive, for exaggeration of the knee-jerks is often i 
present in functional conditions, in hysteria. If 
well-marked and sustained ankle-clonus is present, 
either on one or both sides, it is in my opinion 
most suggestive of organic disease. I do not say 
that typical fully developed and sustained ankle- 
clonus is never met with in hysteria, but it is, I 
think, highly probable that some of the cases in 
which typical ankle-clonus has been said to be 
present in hysteria would, if followed up for a 
sufficient length of time, be found to be disseminated 
sclerosis. Well, until a few years ago the condition 
of the reflexes, unless typical ankle-clonus was 
present, did not enable us to differentiate with any 
degree of certainty functional and organic disease, 
though, as I have just said, typical ankle-clonus is 
in my opinion most suggestive of an organic lesion ; 
but we now have the Babinski sign. It is in my 
opinion a most important sign of organic disease. 

I of course know that the Babinski sign may result 
from a temporary disturbance in the functional 
condition of the pyramidal tract; for instance, the j 
Babinski sign may be developed after an attack of I 
uraemic or other convulsions; but under such cir¬ 
cumstances the extensor response of the big toe is 
merely a temporary condition, it soon passes off 
and is replaced by a flexor response. But if the 


importance than pallor of the optic discs, for in the 
early stages of disseminated sclerosis (and indeed 
throughout the whole course of the disease) it is 
more constant, it occurs in a much larger propor¬ 
tion of cases of disseminated sclerosis than pallor 
of the discs, and its presence is much more easily 
and certainly determined. With proper precautions 
there is, or there should be, no difficulty in decid¬ 
ing whether the Babinski sign is present or not; 
but it is often most difficult, even for an experienced 
observer, to determine whether a slight pallor of 
the discs is pathological or not. Nystagmus is 
another sign of great diagnostic value. If in such 
a case as I am describing nystagmus is found to be 
present, that is strongly in favour of disseminated 
sclerosis ; but you must remember that nystagmus 
is by no means always present even in the advanced 
stages of the disease; it is consequently in my 
opinion of less importance from a diagnostic point 
of view than the Babinski sign. Pallor of the 
optic discs—I mean a degree of pallor which is 
distinctly pathological—is a very important dia¬ 
gnostic mark; as I have already stated, I have 
seen more than one case in which (before the 
discovery of the Babinski sign) it was practically 
speaking the only means by which one was enabled 
in the early stages of the disease to give a definite 
opinion that the case was disseminated sclerosis 
and not hysteria. Retro-bulbar neuritis in a young 
woman or a young man who has not been exposed 
to any obvious source of intoxication is highly 
suggestive of disseminated sclerosis. In cases 
such as I am describing one of course examines 
for volitional tremor; if even a slight degree of 
volitional tremor is elicited in performing the finger- 
nose test or the glass-of-water test that is a point in 
favour of disseminated sclerosis, though in hysteria 
and functional conditions a certain degree of inco¬ 
ordination and unsteadiness in performing these 
tests may of course occur. If the intention-tremor 
is well marked, or if the characteristic staccato 
speech is well marked, there is of course no longer 
any doubt as to the diagnosis. 

I have, I think, now enumerated the most im- 


Babinski sign is present as a persistent and per¬ 
manent condition, I am satisfied that it is a most 
valuable sign of organic disease. In differentiating 
disseminated sclerosis and hysteria the Babinski 
sign is in my opinion the most important diagnostic 
sign which we possess. It is, I think, of more 


portant points to which attention should be specially 
directed in trying to differentiate disseminated 
sclerosis in its early stages and functional con¬ 
ditions (hysteria). I lay special stress upon, first 
the previous history, and, secondly , the presence 
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of organic disease (the Babinski sign, typical ankle- 
clonus, pathological pallor of the optic discs, 
nystagmus, etc.). A history of temporary loss of 
power, temporary numbness, temporary diplopia, 
temporary loss of sight, giddiness, etc.—a history 
which a few years ago would at once have been put 
down in favour of hysteria,—is in my experience 
strongly in favour of disseminated sclerosis. If 
in these cases I find the Babinski sign, then I 
conclude that I am not dealing merely with 
hysteria, but with some organic disease. I draw 
this conclusion even although some symptoms 
(such, for example, as hemiansesthesia) distinctly 
suggestive or indicative of hysteria are present. 
Now, granting that there is organic disease, unless 
the disease is disseminated sclerosis, what is it? 
The definite diagnosis of disseminated sclerosis is, 
under such circumstances, a matter of exclusion 
and the result of clinical and pathological experi¬ 
ence gained by following up cases such as I 
have described throughout their further course 
and to their ultimate termination in the dead- 
house. Now, my knowledge and experience tell 
me that a history such as I have described, the 
presence of functional symptoms such as I 
have enumerated, when conformed with certain 
signs highly suggestive or indicative of organic 
disease, such as the Babinski sign, typical ankle- 
clonus, slight optic atrophy, retro-bulbar neuritis, 
nystagmus, etc., warrant a diagnosis of disseminated 
sclerosis. 

I desire particularly to emphasise the point that 
it is not only the nature of the early symptoms (the 
numbness, loss of power, giddiness, diplopia, im¬ 
pairment of vision, etc.) which I have mentioned, 
but the variations which occur in those symptoms 
from time to time, the way in which they suddenly 
appear and suddenly disappear, which are so 
characteristic. 

It is important to remember that the variations 
in the symptoms often occur with very great rapidity. 
This, I think, should make one extremely charitable 
in criticising the diagnostic opinions of other men 
who have seen the case. I have seen cases in which 
most competent observers have hesitated to give 
an opinion or have diagnosed the condition as 
functional in which, when the patients came under 
my notice a few weeks later, it was absolutely im¬ 
possible to come to any other conclusion than that 
the case was a typical and fully developed case of 


disseminated sclerosis. One patient three weeks 
before I saw her was seen by two of the most dis¬ 
tinguished London neurologists, whose written 
opinions were shown to me and are copied in my 
note-book. One of them thought the patient 
was suffering from disseminated sclerosis; the 
other thought the condition was functional. When 
I saw the patient (three weeks afterwards) all the 
characteristic symptoms of disseminated sclerosis 
were present. Vice bersa, I have had difficulty in 
forming an opinion, when a few weeks later other 
neurologists have said the case was a typical case 
of disseminated sclerosis. I have myself seen 
cases in which symptoms which were well marked 
have in a few weeks almost disappeared. Changes 
in both directions (appearance and disappearance 
of symptoms) may occur sometimes in the course 
of a few weeks, though I admit that this is rare. I 
therefore say that one ought to be extremely 
careful in criticising the diagnostic opinions of 
other observers in this disease. But differences of 
opinion (the result of variations of this kind) are 
less likely to occur in the future than in the past; 
for even when the symptoms are indefinite and not 
distinctive, the presence of the Babinski sign 
(which is usually present when the patient first 
comes under observation) enables one to say that 
the condition is not merely and entirely functional; 
and although the symptoms (such as loss of 
power, numbness, giddiness, diplopia, impairment 
of vision, volitional tremor, etc.) may for a time 
disappear, the Babinski sign remains. 

The fact that in some cases marked improve¬ 
ment, and in a few cases complete disappearance 
of the symptoms may for a time occur, is of the 
greatest importance for prognosis. Unless one is 
familiar with the course which cases of dissemi¬ 
nated sclerosis pursue, one may naturally think, 
if all the characteristic symptoms (the numb¬ 
ness, giddiness, loss of power, diplopia, dimness of 
vision, inco-ordination, volitional tremor, etc.) dis¬ 
appear, that the progress of the disease is arrested, 
that the case is cured, and may give a favourable 
prognosis accordingly; and if any special plan of 
treatment has been adopted, one may not un¬ 
naturally attribute the amelioration to that treat¬ 
ment. Unfortunately experience shows that in the 
great majority of cases of this kind the improve¬ 
ment is merely temporary. Every one who has had 
much experience of disseminated sclerosis knows 
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that although the patients often improve for a j 
time, and in rare instances apparently for a time | 
get quite well, it is only in the very rarest instances* | 
that these periods of improvement are lasting. I | 
doubt whether one is justified in saying that the | 
improvement and apparent cure are never perma- | 
nent, for in two of my own cases the periods of j 
improvement have been so prolonged that I almost * 
venture to hope that the improvement may be I 
permanent; in other words, that in these two 
cases arrest of the disease and permanent cure 
may, practically speaking, have taken place. In a 
disease like disseminated sclerosis, in which marked 
improvement sometimes occurs, in which the sym¬ 
ptoms may disappear for a time (for several months 
or even years), it seems not unreasonable to sup¬ 
pose more prolonged periods of improvement, 
perhaps arrest and, practically speaking, a cure 
may occasionally occur. The course of the disease 
is in some cases a very long one. In one of my 
cases (the patient is still alive) the disease seems 
to have been in existence for thirty years; in 
several of my cases it has lasted for twenty years. 
Now, during this long course ups and downs— 
marked improvements and marked relapses—may 
occur. I have told you that many authorities , 
believe that the patches of sclerosis, which are the i 
pathological substratum of the disease, result from 
the irritation produced by some form of toxin 
carried to the nervous tissues by the blood-vessels. 
These variations are very suggestive of repeated 
intoxications. If this is so, the process is probably 
one of auto-intoxication; in other words, the toxin, 
whatever it is, is probably produced within the body; 
it seems to me much more difficult to suppose that 
fresh doses of the toxin can be introduced again 
and again into the body from without during a 
long period of years. I)r. Buzzard has suggested 
that the poison is perhaps analogous to the syphili¬ 
tic poison, in which, as every one knows, recurring 
lesions may be developed during a long period of 
years. Now, if the exacerbations in disseminated 
sclerosis are due to recurring intoxications—and 
this seems a very probable and feasible explanation, 
—it is not unreasonable to suppose that occasion¬ 
ally the development from within or the absorption 
from without of this toxin, whatever it is, may 
cease, and that a permanent arrest, or at any rate 
an arrest for a long period of time, may occur. 
The wonder is, I think, when we remember the 


ups and downs of the disease and the marked 
temporary improvements which in some cases 
occur—the way in which the symptoms appear and 
disappear,—that we do not more frequently meet 
with cases in which a prolonged arrest and per¬ 
manent cure take place. Unfortunately experience 
shows that cases of this kind are quite exceptional; 
indeed, it is doubtful if a permanent arrest or cure 
ever actually occurs. 

Unfortunately I can say very little with regard 
to the treatment of disseminated sclerosis, except 
this, that it is extremely unsatisfactory. I am con¬ 
vinced that strychnine, a remedy which is often 
prescribed, is in many cases harmful. I have 
given up prescribing strychnine in disseminated 
sclerosis, unless in a few very exceptional cases 
in which there is muscular atrophy and diminution 
or abolition of the deep reflexes. Arsenic and 
nitrate of silver, particularly arsenic, are the 
remedies which I chiefly employ; but I am bound 
to admit I cannot say anything very definite with 
regard to the influence of any form of treatment in 
ameliorating the disease. In one or two cases 
thyroid extract has seemed to do good, but in 
other cases harm. I have also tried some of the 
other animal extracts. Massage seems in some 
cases to be useful. In the early stages electricity 
is often beneficial, more particularly in dealing 
with functional symptoms. One or two of my 
patients seem to have improved under X - ray 
treatment As yet I have had no experience of 
high-frequency currents in this disease. 

[The clinical histories of a number of cases 
illustrative of the diagnostic and prognostic points 
mentioned in the lecture were then detailed.] 


We have received from Messrs. Adlard and Son, of 
Bartholomew Close, London, the first six numbers 
of the new monthly, the 4 British Journal of Child¬ 
ren’s Diseases,’ edited by Dr. George Carpenter. 
The object of this new publication is to secure for 
Great Britain an organ on the subject of children’s 
diseases, whereby those interested may exchange 
views and have a means of communication with 
other medical men in the rest of the world, for the 
purpose of recording the work accomplished by all 
in the same field of labour. This excellent publi¬ 
cation is deserving of the widest support, and the 
high standard of merit attained in the contribu¬ 
tions makes this journal a worthy rival to similar 
papers in foreign countries. 
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SOME PRINCIPLES IN 
THE TREATMENT OF SYPHILIS.* 

By J. ERNEST LANE, F.R.C.S., 

Surgeon to Out-patients, and Lecturer on Anatomy, 

St. Mary’s Hospital; Surgeon to the London 
Lock Hospital. 


Gentlemkn, —I have no intention, in the short ! 
time at my disposal, to attempt to put before you 
the various methods of treatment of a disease 
presenting so many phases and peculiarities as * 
syphilis, but my object is rather to enunciate some 
general principles by which you may be guided in 
the future. In the out-patient department of a 
large hospital, cases of early syphilis are of neces¬ 
sity treated in large numbers, but as a rule they are 
passed over as inappropriate for teaching purposes, 
and the amount of instruction given in such cases 
appears to me to be quite disproportionate to the 
gravity of the disease. However serious the 
symptoms, nothing would induce the hospital j 
authorities to take such a case into the wards in j 
its early stages, though, if later it has attacked the 
brain, spinal cord, or some important internal 
organ it may be deemed worthy of admission, but . 
it is probably christened by some other name. 
But, at the outset, I would most forcibly impress 
upon you that syphilis is one of the most terrible 
scourges to the population, and entails a greater 
mortality and more mental and bodily suffering 
than any other disease, with the possible exceptions 
of cancer and tuberculosis, consequently no case 
of early syphilis should be passed over as trivial, ! 
but should be treated with the greatest care and 
consideration, for it is upon the early treatment 
that the future welfare of the patient will depend. 
The objective you should have in view in treating 
a case of syphilis is to attack the syphilitic virus 
with all the forces at your command, and not to relax 
your efforts until you have reduced it to a minimum 
or possibly completely eradicated it; in other 
words, the aim of your treatment is to cut short the 
disease before it reaches the tertiary stage. Further 
than this, in the treatment of cases of early syphilis 
you have a responsibility to the community at large, 
and not the least important part of your treatment | 
should be to thoroughly enlighten the patient as to ; 
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the nature of his disease and its possible con¬ 
sequences to himself and to those with whom he is 
brought into contact. Naturally the ordinary hospital 
out-patient has no idea of the gravity of this disease, 
and, unless duly impressed, will only present him¬ 
self for a few weeks while the symptoms are 
palpable to his limited intelligence, but when they 
disappear so also does the patient, probably think¬ 
ing himself cured of his complaint. As the im¬ 
parting of knowledge on the subject to every 
syphilitic patient who presents himself would entail 
a considerable loss of time, I have had the follow¬ 
ing instructions printed, and a copy of them is 
presented to each syphilitic patient and an attempt 
is made to impress upon him their importance :— 

“ Directions for Treatment in Syphilis . 

“ 1. The disease from which you are suffering is 
syphilis, which, unless carefully attended to and 
treated , may seriously affect your health, your 
power of w'ork, and even your life. If you follow 
out instructions and continue the treatment for the 
time prescribed, you will, in all probability, be 
eventually cured. 

“ 2. There is a danger of your conveying the 
disease to others for at least two years after it has 
been acquired, and even while you are carrying out 
the treatment prescribed. 

“ 3. Any spot, sore, or ulcer on any part of your 
body may convey the disease to those with whom you 
come in contact; consequently great care must be 
taken to avoid transmitting the disease by means 
of cups, spoons, pipes, or other things placed in the 
mouth. Such things should never be used by 
others unless thoroughly washed; further the 
disease may be conveyed by kissing. 

" 4. Your diet should be plain but nourishing; 
all excess in drinking must be avoided, and no 
spirituous liquor should be taken. 

“ 5. The teeth should be cleaned morning and 
evening with carbolic tooth powder, and smoking 
should not be indulged in. 

“ 6. The treatment must be continued at inter¬ 
vals for the space of three years, but if a metallic 
taste is noticed or an excessive flow of saliva from 
the mouth, it should be discontinued for a time. 

“ 7. Should you get married before you are 
informed that you are free from all traces of the 
disease, your wife will probably contract it, and 
also any children born of the marriage.” 
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As regards medicinal treatment, mercury is 
undoubtedly the antidote to the syphilitic virus; 
but it is only an antidote when properly handled : 
if given in insufficient quantity the disease will soon 
obtain the mastery, while if used in excess it 
becomes a poison. Consequently we must not 
confine ourselves to arbitrary doses, but regulate 
the amount of the drug to Jhe individual pecu¬ 
liarities of each patient, and be very careful to 
avoid producing mercurial poisoning. There are 
numerous methods by which mercury can be 
introduced into the system: viz., by the mouth, 
by intra muscular or intra-venous injections, by 
inunctions, by vapour baths or fumigation, and by 
other ephemeral methods, which need not now be 
alluded to. In this country the routine in the 
earlier stages of the disease is to administer the 
drug by the mouth, usually in the form of a blue 
pill, or a pill of Hydrarg. cum Creta. These if 
tolerated are in the main satisfactory, but are in 
my opinion inferior to another preparation I have 
been in the habit of employing for many years 
past, viz., Tannate of Mercury. This substance is 
not acted on by the gastric secretions, but passes 
into the duodenum unchanged, and is subse¬ 
quently reacted upon by the secretions of the 
small intestine, and is thereby reduced to 
extremely fine globules of metallic mercury, so 
small as to allow bf a direct absorption by the 
villi of the small intestine. Its chief advantages 
are that it does not derange gastric digestion, 
and in a large majority of cases exercises no 
irritating influence upon the intestinal walls; it 
is quickly absorbed and also quickly eliminated ; 
it does not produce stomatitis to such a degree 
as other mercurial preparations, and since it has 
no cumulative properties the dose can be modi¬ 
fied directly the gums show any tendency to 
gingivitis. It should be given in pills containing 
one to two grains, and only in the very few cases 
in which it causes diarrhrea is it necessary to add 
any opium. In the later stages of the disease 
the Liquor Hydrargyri Perchloridi is of advantage 
in cases of relapse, or where from the chronicity 
of the symptoms it is advisable to continue with 
small doses of mercury for a prolonged period; it 
rarely causes salivation, and may consequently be 
given to those who are peculiarly susceptible to 
the action of mercury, or whose constitution is 
deteriorated by alcoholic or other excesses. The 
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Biniodide of Mercury formed by the combination 
of the solution of Perchloride of Mercury with 
Iodide of Sodium is valuable especially when 
superficial ulceration of the fauces or buccal 
mucous membrane supervenes. The Proto iodide 
of Mercury is one of the most active of the 
mercurial salts, and produces favourable results 
with great rapidity; it should be given in pills 
containing one-third of a grain, freshly prepared, 
in cases where the induration of the initial lesion 
is not diminished by treatment, in obstinate 
papular syphilides and in the conditions known as 
palmar and plantar psoriasis. Donovan’s solution 
may be given in obstinate cases of syphilitic skin 
diseases, especially in the desquamating papular 
syphilides, and in subjects with a tendency to 
gout. 

From what you have seen in this department 
you will infer that for ordinary cases I consider 
treatment by the mouth efficient and sufficient, 
but it is in the exceptional cases that difficult 
problems as to treatment arise, and I will now 
briefly indicate the course I should adopt in cases 
of malignant syphilis, in cases intractable to the 
simpler forms of treatment, and where sotne inv 
portant organ is attacked and threatened with 
destruction, e.g. iritis. Here your object should 
be to get the patient under the influence of mer¬ 
cury as quickly as possible, and the simplest and 
most effective method of attaining this end is by 
the use of intra-muscular injections of some mer¬ 
curial preparation, either soluble or insoluble. It 
would serve no good purpose were I to weary you 
by enumerating the various salts of mercury which 
have been utilised for these injections, but I will 
abbreviate this part of the subject by excluding 
the injections of insoluble salts, which, though 
extremely powerful, are not altogether free from 
danger, are frequently productive of great pain, 
and are consequently not to be commended in an 
out-patient department. Of the many soluble 
preparations, the two of which I can speak from 
personal experience are the Sozoiodolate and the 
Succinimide of Mercury. The former is employed 
in a solution containing Sozoiodol Mercury gr, 2$, 
Sodii Iodidi gr. v. to 100 minims of distilled water, 
and is given in closes of v\ x. to v\ xv., equal to 
about one-third grain of the mercurial salt; the 
latter is used in aqueous solution, the dose of the 
salt being one-sixth grain to a quarter grain. A 
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few words may be said as to the technique of 
these injections, since, unless every precaution is 
taken as regards antisepsis, the results may be 
disastrous. The same precautions should be taken 
in the preparation of the skin of the patient, of 
the hands of the surgeon, and of the syringe, as in 
the case of any serious operation. As regards the 
locality of the injection, the buttock is almost 
invariably selected, and any area rich in vessels or 
in the proximity of the great sciatic nerve is to be 
avoided; the needle should be introduced in the 
middle of a line drawn from the top of the fold 
between the buttocks to the anterior superior 
spine of the ilium. The needle should be thrust 
in to its full extent, and perpendicularly to the 
surface, and the solution should be introduced 
very slowly. The injections are employed at first 
three times a week, and subsequently at longer 
intervals; the amount of the solution used and 
the frequency of the injections should be regulated 
by the susceptibility or otherwise of the patient to 
the treatment; your object should be to get your 
patient under the influence of the drug as soon as 
possible, and to retain him under its influence 
until the abatement of the serious symptoms. I 
do not propose to occupy your time by a des¬ 
cription of other well recognised methods of 
administering mercury, such as inunction, fumi¬ 
gation, intra venous injections, each of which may 
be indicated in particular cases, and I think you 
will, in your practice, meet with few, if any, cases 
of the disease which will not yield to the above- 
mentioned measures. 

When should the treatment be commenced? 
The answer to this question is, emphatically, when 
the first general manifestations of the disease 
present themselves on the skin or mucous mem¬ 
branes, and not till then. You may possibly have 
been instructed elsewhere to commence mercurial 
treatment when the induration of the initial lesion 
rendered the diagnosis of syphilis certain ; with 
this I should be quite in accord, if induration of a 
sore were proof positive of syphilis. But the I 
induration at the base of a sore is in many cases 
simply inflammatory in nature, and due to the 
irritation of the clothing, or to inappropriate 
applications, and such a sore, if treated locally, 
would heal up and be followed by no further I 
symptoms. I would urge upon you, then, never 
to commence the administration of mercury until 


you have made a positive diagnosis, and never to 
make a positive diagnosis until a syphilide or some 
other unequivocal sign of the disease is present. 
By withholding mercurial treatment until the 
onset of secondary symptoms, you are not in the 
least prejudicing your patient’s chance of ultimate 
recovery; on the contrary, it has been ob¬ 
served that those tp whom mercury has been 
prematurely administered are prone to obstinate 
affections of the mucous membranes and of the 
iris, and later on of the cerebro-spinal system. 

The last point upon which I shall touch is as to 
the duration of treatment. You may have already 
noticed that in the instructions given to syphilitic 
patients is one to the effect that treatment should 
| be continued at intervals for the space of three 
years. No hard and fast rule can be laid down as 
to the length of time during which the patient 
I should be under the mercurial treatment, or as to 
the length of the intervals between the mercurial 
courses; indeed, some patients appear to thrive on 
the drug, and are able to continue it for the 
greater part of the prescribed period. An initial 
course of six months may be considered satisfactory 
when mercury is given by the mouth, while if 
intra-muscular injections of soluble salts are em¬ 
ployed a series of from twenty to thirty prolonged 
over three or four months will suffice. Then an 
interval of three months should be followed by a 
four months’ course, and so on, increasing the 
! length of the periods of intermission and diminish¬ 
ing the periods of treatment. It will rarely be 
necessary to resort to a second course of intra¬ 
muscular injections, for treatment by the mouth 
will be equally efficacious except in the case of a 
serious relapse. If during the intervals of remis¬ 
sion there is a recrudescence of the disease the 
| treatment should be at once resumed, and con- 
I tinued, if possible, until the symptoms have again 
cleared off. 


In New York, the epidemic of cerebro-spinal 
meningitis has increased to an alarming extent. 
The Department of Health, in trying to fight the 
disease, has offered to place at the disposal of all 
hospitals and medical practitioners the services of 
its laboratories to aid in the diagnosis of the disease. 
—Journ. A . M. A^pVo\. xlii, No. 22. 
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Gentlemen, —I want first of all to-day to allude 
briefly to two unusual cases of obstruction of the 
bowels that have been operated upon recently, both 
of them occurring in women. There is one woman 
in at the present time, net. 37, and the story was 
that she had had some pain in the lower part of 
her abdomen, that she had had difficulty in getting 
the bowels to act, and had been sick. When she was 
sent up here she was seen first of all by Dr. Griffith, 
and he confirmed what her own doctor had dis¬ 
covered, that she had a considerable swelling in 
the lower part of the abdomen; and an exami¬ 
nation per rectum showed that the lower part of the 
pelvis was occupied by a very hard fixed mass. 
This mass apparently involved the rectum, vagina, 
and uterus, and was to be felt also through the 
abdominal wall. It looked and felt as if it were 
a case of carcinoma, and Dr. Griffith was inclined 
to think that in all probability it was a case of 
malignant disease of the ovary. And noticing that 
the intestine was materially obstructed, and that 
there was a good deal of difficulty in getting the 
bowels to act, even by enemata and aperients, he 
said he thought that if the diagnosis was confirmed 
the only thing was to have a colotomy done ; she 
was then handed over to me, so that, if necessary, 
I should undertake the operation of colotomy. I 
may say first, in general terms, that we found 
ample confirmation of the conditions which I have 
described. But I did not feel certain, any more 
than others had, that this was necessarily a case of 
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carcinoma, and I felt that possibly the swelling might 
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be of an inflammatory nature. So under these 
circumstances I said that what I would do would 
be to make an incision as if I were going to do a 
colotomy, but before doing so, ascertain as far as 
I could what was the condition of affairs. And I 
need scarcely tell you that if one could remove the 
cause of the obstruction that would be a much 
more satisfactory termination than would be the 
opening of the bowel and leaving the patient with 
an aperture in the colon. So I opened the abdomen 
on the left side, and very soon found the large 
intestine ; and following it down, found that it was 
adherent to the abdominal wall. It was attached 
by adhesions to the left iliac fossa; and, in order 
to ascertain more accurately what the condition 
was, I extended the incision downwards and a little 
inwards, dividing in the course of the incision the 
epigastric vessels. You should always remember that 
in going across the line of the rectus muscle you 
have to divide them. Having then got a clearer 
view, we found that the adhesions did not look 
like those of malignant growth, but more like 
those of inflammation. We cut them through, 
and it was clear that they had tied the bowel 
down, and had been sufficient to cause the 
obstruction of which the patient complained. 
Passing on towards the pelvis we found further 
evidence of inflammation and adhesion, but no 
evidence of new growth, and on separating the 
the bowel we found at the bottom of the pelvis a 
diseased ovary and some pus. We let out the pus 
and removed the ovary, put in a drainage tube, 
closed the upper part of the peritoneal opening, 
relieved the patient from the obstruction, and in 
that way removed its cause. So you see in that 
case there was an inflammatory swelling in connec¬ 
tion with a diseased ovary (which very likely was 
tubercular), causing symptoms and conditions 
which simulated carcinoma, and which had resulted 
in obstruction of the bowel. Now, of course, ob¬ 
struction of the bowel due to tubercular disease 
starting in an ovary is rare; it is not to be anticipated 
or expected. And yet I think that this is what was 
at the bottom of this trouble, for it probably was 
not a case of gonorrhoeal infection. I think we 
may say, then, that this was probably a case of 
tubercular disease of a tube and ovary, associated 
with suppuration, a great deal of thickening, and 
the formation of adhesions, and the resulting 
obstruction to the passage of the contents of the 


' rectum ; of course, quite an unusual case of ob¬ 
struction. 

A few weeks ago there was another patient in 
the hospital, who was sent in here first of all with 
the diagnosis that she might have appendicitis. 
It was a very guarded prognosis, for the doctor 
who wrote about her said he was uncertain what 
was the matter, but that she had pain in the right 
| iliac region, that there was some swelling there, 
I and that she had attacks of distension of the bowel. 
We examined her, but we did not find any evidence 
of appendicitis, and the pain of which she com- 
j plained was in the inguinal region. There was 
I also a swelling both in the right inguinal region 
1 and the pelvis, but it was uncertain what was its 
exact character. So in order to ascertain its 
; nature, and, not intending to do anything more, 

1 I opened the abdomen at the right side of the 
middle line through the rectus muscle, and exposed 
what was underneath. We found that the swelling 
was due to an enlarged uterus, probably with 
, myomata, and although very irregular and nodular, 
there was no evidence that it was cancerous. The 
patient was comparatively young, and she had 
none of the ordinary symptoms of fibroid tumours, 

| no haemorrhage, no increased length of the periods, 
and she did not lose a large quantity of blood at 
the time of her monthly periods, so, under these 
circumstances, I was very loth to do anything in 
the way of extirpation of the uterus. When the 
wound was healed, therefore, she was sent out of 
the hospital with instructions that she was to keep 
herself under observation and to come up again 
if she had any fresh trouble. She appeared again 
four months later and complained chiefly of difficult 
| micturition, of increasing difficulty in getting her 
bowels to act, and that medicines and enemata 
were no longer as useful to her as formerly. She 
I still had no material haemorrhage, and, in fact, I 
do not think she had any increased loss at the 
monthly times. So her main symptoms were 
I those of pressure upon the rectum and pressure 
upon the bladder, and when I examined her per 
rectum I found that the swelling in the pelvis was 
materially larger, and had rapidly increased in 
size. There was, indeed, such definite pressure upon 
the bowel that it became evident something must 
be done to relieve it. And here again it was, of 
course, much more satisfactory to try and remove 
1 the disease than merely to operate upon the bowel 
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so as to relieve the obstruction. I therefore 
opened the abdomen with the expectation of doing 
a hysterectomy, and I did a hysterectomy, and 
removed at the same time both ovaries, which 
were found to be cystic. We found that the ob¬ 
struction from which the patient suffered was due 
to a large fibroid which grew from the upper and 
back part of the uterus; this had drawn the 
uterus backwards, retroflexed it, and had become 
impacted in the pelvis, so that the uterus being 
doubled backwards by a large uterine fibroid 
which had grown in the pelvis could not be 
replaced, nor could the tumour be put back into 
the cavity of the abdomen. The uterus was im¬ 
pacted in the way that a retroflexed gravid 
uterus may become impacted, except that in this 
case it was not enlarged from the presence of a 
foetus, but from the presence of a tumour ; and it 
was this tumour impacted in the pelvis that had 
caused the pressure upon the bowel. The patient 
is still in the hospital and is convalescent. 

The next case I want to allude to is the case of 
a man who was also admitted with difficulty in pass¬ 
ing motions, and had a swelling in the cjecal region. 
The history, roughly speaking, was this: the patient 
was 48 years of age, and had noticed a lump in his 
groin three months ago; then for about a month he 
had had dragging pain in the right iliac fossa, with 
increasing constipation, and there was very often 
altered blood in the faeces. Examination showed 
quite clearly that he had a large fixed growth in 
connection with the caecum. It was almost certain 
that this was a cancerous growth, and in those cir¬ 
cumstances the first question to decide was whether 
it could be removed. We very soon made up our 
minds that that was impossible. It was so attached 
to the abdominal wall that that alone would have 
prevented its satisfactory removal. It was evident 
that it was also attached much more deeply to 
important structures in the mesentery, and perhaps 
to other portions of the intestine, so I soon gave up 
any idea of being able to remove it. The next 
cjuestion which arose was as to whether it was 
advisable to do an operation to relieve the impend¬ 
ing obstruction, that is to say, to do an intestinal 
anastomosis. For you must remember that the 
caecum can accommodate a growth much more 
easily than can the rectum, without causing ob¬ 
struction, and that is so for more reasons than one. | 
In the first place, the faeces in the caecum are very 


much more fluid, and not so tenacious or so likely 
to become blocked as lower down in the large 
intestine. That is an important point. The next 
reason is that the caecum, being a very large pouch, 
has much more than sufficient room for the passage 
of faeces. It has a much more ample lumen, 
which is not so easily blocked as is the lumen of 
the large intestine low-er down, such as at the 
sigmoid flexure or in the rectum ; so you must 
not assume that in every case of cancerous disease 
of the caecum it is likely that operation will be 
necessary for the relief of the obstruction. In 
fact, in many cases of irremovable caecal cancer 
no operation is necessary. But as this man's 
symptoms seemed to point to increasing difficulty 
in the passage of the contents of the bowel, I 
thought it advisable to do an operation. So I 
opened the abdomen, and as we found it was 
impossible to remove the growth, I proceeded to 
join the lower part of the small intestine to the 
transverse colon, doing what is called a lateral 
anastomosis. That operation was done without 
1 any complication. The only other thing that I 
want to mention, and it leads up to the next case, 
is, that, the external wound having healed appa- 
1 rently soundly, five or six days after healing there 
was a discharge of some fecal matter through the 
i scar. There was very little of it, it is true, but 
still it was a definite escape of fecal matter. It 
was evident that the man had a small fistulous 
opening into his bowel. The next question was, 
was that likely to close, or was it advisable to do 
anything? Was it advisable to open the wound 
and to let the fecal matter more easily escape ? 
I felt pretty certain that this would not be neces¬ 
sary, and that it was best to leave it absolutely 
alone, because I felt sure that this was a leakage 
which was probably due to a stitch or stitches 
having cut their way out, or to a small piece of 
bowel having been so strangled by a stitch that it 
had sloughed. It was pretty certain that there 
was only a very tiny opening, and under such cir¬ 
cumstances these openings almost invariably close. 
The other question we had to answer was, was this 
opening due to my operation, or to the giving way 
of the bowel by ulceration of the growth ? I felt 
sure it was not due to ulceration of the growth, 
and I also felt sure that, if it was due to a small 
leak having taken place at some part of the sutured 
intestines, it would heal up. The fistula, as it 
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turned out, remained open for about a week, and 1 
then completely closed, and the man left the 
hospital. We have not cured him; we have only 
prevented him from having intestinal obstruction. 

The next case which I want to consider with you 
is another instance of faecal fistula, and this is in a i 
girl who is at the present time in Stanley Ward. 
She is 15 years of age, and her story is that she 
has been for a long time subject to attacks of pain | 
in the abdomen, that last May she had an attack ! 
of pain by which she was confined to bed, and that 
she has been in bed more or less ever since; that 
is over eight months ago. After having been in 
bed for about two days it was found that her left 
knee and thigh were flexed, so that she could not 
easily put them down again, and the thigh remained 
flexed until September last, when she came under 
the care of an old Bartholomew’s man, who found 
she had flexion of the hip-joint and abscess in the 
iliac fossa. At first he thought it was a case of hip 
disease. It is difficult to say that it is not a case 
of hip disease even now, but I do not think it is. 

I think the flexure of this limb was reflex, that it 
was due to contraction of the psoas muscle, in the 
same way as happens in cases of appendicitis, for , 
when the thigh is flexed slightly it relaxes the 
tension of the parts and relieves the pain. Well, 
the surgeon under whose care she was, finding the 
abscess, opened it, and let out a collection of 
matter, and a considerable quantity of freces. So 
this was an abscess which contained faecal matter, 
and consequently was in communication with an 
opening into the bowel. Since that time the girl 
has wasted a great deal, and has continued to dis¬ 
charge liquid faeces in large quantities through the 
opening in her left iliac fossa. When she was 
admitted into the hospital she had both thighs ! 
flexed upon her abdomen, both knees flexed at i 
right angles, and she had lain in that position for 
so long that it was impossible at first to bring the 
legs or thighs down at all. She had a collection of 
matter in the left lumbar region, and in order to 
facilitate the escape of that a counter-opening was 
made, but up to the present time no other opera- ! 
tion has been done for her. We have gradually by 
weight extension got her legs a great deal straighter, 
so that the leg on the right side is free, and on the 
left side we have got the leg to a very much better 
position. The next question we have to consider 
is, what is the cause of the faecal fistula, and what 


is the expectation of cure ? What we shall have 
to do will depend to a great extent on how this 
faecal fistula has arisen. I think that, with a history 
of attacks of abdominal pain going on for some 
time previously, with occasional sickness, and with 
an abscess forming for some months which con¬ 
tained faeces when it was opened, the strong 
probability is that this is a case of tubercular 
ulceration of the intestine, and that the ulcer has 
extended through the intestine, having first of all 
caused it to become adherent, so that the general 
peritoneal cavity is shut off. I think this abscess 
has formed slowly and made its way to the surface 
in the way that tubercular abscesses do, for they 
often form quietly without any acute symptoms. 
Probably, then, this is a case of tubercular disease 
of the bowel resulting in a fistulous opening. Now 
what other things may there be which might have 
caused the fistula? What other diseases have we 
to eliminate? First of all, you will eliminate in a 
child of this age*the probability of it being a new 
growth. It is not likely to be carcinoma. Of 
course, if the patient were old you would not be 
able to put it aside in the same way. Next, you 
have to consider what other causes there are of 
an inflammatory nature for faecal fistula. One 
cause is an abscess forming as a result of appen¬ 
dicitis. There is no history in this child of 
appendicitis. Moreover, the abscess is on the left 
side, which makes it improbable that it is due to 
appendix. It is also a very chronic abscess, for 
she was in bed ill from May to September before 
it became evident, and you know that an appendix 
abscess is a much more acute affair. Among other 
possible causes of fistula which should be mentioned 
here there is hernia, for fistula may result from the 
strangulation and sloughing of a portion of intestine, 
and sometimes after operation for strangulated 
hernia you will find that there is a discharge of 
faeces. But this is not a case of that kind ; so the 
diagnosis we adhere to is that of tubercular ulcera¬ 
tion of the bowel. The next thing to consider is 
what shall be the treatment of this case, and before 
we pass on to that I will tell you briefly the history 
of another patient who has been cured by opera¬ 
tion of a similar condition. 

Here is a lad whom some of you may have 
seen in Darker Ward already. He is twenty-one 
years of age. A year last May he had acute 
appendicitis, and was admitted late in the attack. 
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after it had probably been existing for a fortnight, | 
with a very large abscess in the right side of the I 
abdomen. It was opened at that time by Mr. ( 
Waring, who found that then it contained fecal j 
matter, so that when the abscess was opened a 
large quantity of feces was discharged with the [ 
pus. That opening into the bowel, which was 
evidently an opening into the small intestine, ^ 
never closed, and he passed immense quantities of 
fecal matter of a quite fluid character and yellow 
in colour by the wound. The bowels hardly ever , 
acted in the usual way, for the greater part of the 
excretion was passed through this opening in the 
groin. He gradually went downhill. We waited 
in the hope that the abscess would close, and that j 
the opening in the intestine might also close. But i 
they did not, and ultimately the boy became so ill j 
that it was felt that unless an operation was done 
for the closing of the fistula it would be impossible ! 
for him to live. So I first of all opened up the 
old scar where the abscess had been, and with a 
great deal of difficulty disentangled a mass of 
adherent intestines from the right side of the 
abdomen, and found there were at least three 
apertures in the exposed coils of intestine. As 
two of these were close together. I excised the I 
piece of small intestine in which they were, and, 1 
after joining the ends, sutured up the remaining 
opening. That operation failed, and indeed it 
was very likely to fail; the intestines were rotten, 
and were so matted and adherent that it was very 
difficult, after completing the closure, to feel 
certain that the feces would be able to find their 
way past. The whole of the wound broke down 
again, and in the course of a few days was dis¬ 
charging as much as ever. Under those circum¬ 
stances I left him for a short time, and then , 
I operated again, having made up my mind that I | 
would not touch the part where the matted | 
and rotten coils were. I therefore opened the j 
abdomen higher up, in the upper part of that j 
scar you see above the umbilicus. And having 
found the small intestine near the duodenum, I | 
traced it down until I got to where it joined the 
tangled mass of coils .which lay in the right iliac 
fossa, and then about six inches above that point , 
I cut the intestine in two and sewed each end up. 

I next found the transverse colon, and, drawing , 
that down into the wound, I divided it and sewed ^ 
its ends also. Then I joined, by lateral anasto- I 


mosis, the small intestine in its upper part to the 
large intestine in its lower part, so that the feces 
flowed through into the opening thus made in the 
transverse colon, and an anastomosis was formed 
between the transverse colon and the ileum. You 
should remember that when the operation was 
completed, we had left probably a foot or two of 
intestine with holes in it, ulcerating and discharging 
through fistufe in this boy’s right iliac fossa, and 
now the noticeable thing is that the whole of those 
wounds have completely healed. You see, I did 
not sew up the openings into the small intestine. 

I had tried to do so once, and that operation 
completely failed, and it was certain to have failed 
again and again, however many times I had at¬ 
tempted it, because the intestine was so rotten 
and friable and rigid, and so adherent to the other 
coils. Well, the whole of that intestine is now 
beyond the passage of food ; no food can enter it 
and no food can regurgitate back into it, and you 
see that these fecal fistufe have been completely 
and finally closed by merely short-circuiting the 
intestine and by leaving the ulcerated and diseased 
intestinal coils alone. The boy left the hospital 
twelve months ago, and I brought him up now 
because it is always more satisfactory to see patients 
some time afterwards. He says he is perfectly 
well, and it is also satisfactory that after having 
had such extensive incisions made into his abdomen 
he has no abdominal hernia, though we are making 
him wear a belt. 

Now this is the sort of case which I think rather 
guides one in the choice of an operation for the 
girl now in hospital, whose case I have narrated to 
you. She has a fecal fistula, and the probability 
is that she has got an unhealthy tubercular intes¬ 
tine, and my expectation is that the coils of intes¬ 
tine are excessively matted and adherent. What 
are the chances of this fistula closing sponta¬ 
neously ? The chances are perhaps a little better 
than you would think, but this child has waited for 
many months, and she is going downhill, and there 
must soon come a time when we shall have to 
decide what to do. 

Let me tell you briefly of another case of 
tuberculous intestinal fistula which was in my 
ward some time ago. It was that of a boy 
aged 14, who had a faecal fistula discharging an 
immense quantity of fluid which evidently came 
from the small intestine and caused excoriation of 
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the surface, and the skin of the abdominal wall 
was in an ulcerated and very painful condition. 
When I opened the abdomen so as to see whether 
I could do anything, I found the whole of the 
intestines were clothed in one large veil of adhe¬ 
sions. There was no single coil of intestine which 
could be separated from the remainder ; and into 
the meshes of these matted coils of intestine some¬ 
where or other there passed a fistulous track. I 
could not in this case do any short-circuiting, 
because I could not isolate a single coil, and there 
was no separating the parts, so having opened the 
abdomen I put in a drainage tube and did no 
more. That boy gradually got perfectly well, 
healing up the opening in his intestine and the 
external wound, and is now completely recovered, 
yet all that I did for him was to ensure that there 
should be a free discharge of pus. We have done 
all this for the child in Stanley, and yet she is not 
a bit better for it. She is very ill and is going 
downhill; and if I cannot succeed in closing the 
opening I am certain she will not survive. Whether 
I shall be able to close it will depend on what the 
condition of the intestines may be. If her intes¬ 
tines happen to be in the same condition as were 
those of the boy I have just spoken of, I shall be 
able to do very little for her : but if there is one 
particular coil of the intestine alone which is in¬ 
volved, which alone is tubercular while the rest of 
the intestine is reasonably healthy, under those 
circumstances I may be able to short-circuit the 
intestine and to leave the piece which has a hole 
in it so that it has nothing passing through its 
lumen. Under those circumstances, although it is 
probably tubercular, it may heal up. 1 

Tubercular disease causing fistula is not a 
common thing. Probably you are all familiar, 
those of you who have cognisance of the cases in 
the hospital, with the fact that tubercular disease j 
of the intestine causing faecal fistula is rare, though ' 
tubercular disease of the intestine itself is tolerably I 
common ; and the part of the intestines in which ! 
you are most likely to find it is the lowest part of 
the small intestine, and in the caecum. And of all 
places in the abdomen where you are likely to find 
tubercular disease localised, the caecum is the most 
likely of all. Some years ago a young woman was | 
sent into the hospital with the story that she had 
had an acute appendix abscess, that it had been 
opened, and that the wound had done well at first, 


and appeared to heal up. Subsequently it reopened, 
and afterwards discharged faeces, and she was sent 
into here with a faecal fistula leading into her 
caecum. You must remember that in the first 
place simple appendix abscesses may open into 
the caecum, and the opening usually closes sponta¬ 
neously. On the other hand, in cases of tubercle 
the tubercle beginning on the mucous surface 
destroys the whole of the wall and infiltrates the 
parts around, and a fistulous opening results which 
is exceedingly unlikely to close. Well, in the case 
of this woman I opened up the fistula and found 
it went into a caecum which was very extensively 
thickened and diseased. So I resected the caecum 
and removed it. The unsatisfactory part of the 
operation, and I was conscious of it at the time, 
was that, although I excised perhaps six inches of 
small intestine, the mesentery contained diseased 
and irremovable tubercular glands, and was not 
at all in a sound condition. Having excised the 
caecum and got rid of the evident disease of the 
bowel, I sutured the small intestine to the large 
intestine. And at first all went well. Afterwards 
the same thing happened as before. Another abscess 
slowly formed, faecal matter accumulated and was 
discharged, and again there was a faecal fistula. 
Again I operated, and short-circuited the intestine, 
joining the small intestine to the transverse colon. 
I simply did a lateral anastomosis, and I did not 
divide the intestine, as in the case I have shown 
! you to-day, so as to completely prevent the passage 
of the intestinal contents, and it was partly what I 
had learnt from this case that made me decide 
that in the future if I did have to do an operation 
on one of these tubercular cases of faecal fistula I 
would not be content with doing a lateral anasto¬ 
mosis, but would completely sever the bowel above 
and below, so as to entirely prevent the passage of 
anything, either ordinary intestinal juices or food, 
along the part of the bowel where the opening 
happened to be. 


We have received from Constable & Co., of 2, 
Whitehall Gardens, a copy of ‘ The Clinical Causes 
of Cancer of the Breast and its Prevention, with 
analyses of a hundred cases,’ by Cecil H. Leaf, 
Assistant Surgeon to the Cancer Hospital and the 
Gordon Hospital for Rectal Diseases. It is an 
interesting book on an important subject, and we 
hope to notice it fully before long. 
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DR. LEONARD GUTHRIE ON 
NEUROTIC CHILDREN.* 


Gentlemen,— In days gone by, our training as 
medical students did not include more than a text¬ 
book acquaintance with the diseases to which 
children are subject. It is true that at every 
teaching hospital there was a department’devoted 
to the diseases of women and children, but this 
was usually in charge of a gynaecologist who 
naturally confined his attention and that of his 
pupils within the bounds of his own specialty. 
Many students therefore obtained the highest 
possible qualifications and entered practice n a 
state of “ complete and exhaustive ignorance ” of all 
but the most obvious of children’s ailments. The 
recognition even of these depended upon a 
theoretical acquaintance with physical signs and 
symptoms which often failed in an emergency. 

Ignorance was of course not of necessity a bar to 
success. Some of us may have made a reputation 
for being “so clever with children,” through a few 
brilliant mistakes in diagnosis ! For instance, the 
delirium and cerebral symptoms which accompany 
an apical pneumonia may have been regarded as 
due to tuberculous meningitis, or a somewhat in¬ 
tractable diarrhoea attributed to “consumption of 
the bowels.” Whatever might be the issue, the 
doctor lost no credit, for had he not from the first 
recognised the gravity of the case ? If recovery 
took place, it was held to be entirely due to the 
activity of the treatment adopted, and if otherwise, 
the doctor received his meed of thanks for the 
punctilious regularity of his visits and the versatility 
of his resources shown in changing the medicines 
day by day. 

Scurvy in infants was perhaps in our early days 
ascribed to rheumatism or rheumatic gout, and was 
attributed no doubt to the baneful effects of riding 
in a damp perambulator. But when, after weeks or 
months of lingering illness, the infant suddenly 
began to thrive, the happy event was traced to the 
efficacy of the medicine rather than to the raw meat 
juice ordered merely “ to strengthen him,” or to 
the grapes and other fruit given on the sly to keep 
him quiet—in flat defiance of medical orders. 


* From teaching delivered at the Medical Graduates’ 
College and Polyclinic. 


Most of us can recall many other instances in 
which we have thrived on errors. I remember a 
country lady who discoursed with enthusiasm on 
the cleverness of a young doctor who had lately 
put up his plate in her district and had “ cured a 
case of scarlet fever in three days.” 

I am speaking, of course, of many years ago, 
with vivid recollections of my own defaults,—when 
babies were uncanny mysteries,—when the cry of 
pain, bad temper, passion, -and the wail and whine 
of desperate illness were all alike to me; when the 
character of respirations conveyed no meaning, if 
physical signs of pneumonia and bronchitis were 
absent; when urgent dyspnoea only suggested 
laryngeal obstruction and tracheotomy ; when a 
temperature of 104° filled me with alarm, although 
the child might be placidly sucking its thumb at 
the time ; when every infant squealing with colic 
j seemed a likely victim to appendicitis or intussus¬ 
ception. Sometimes, if no physical signs of either 
of those fell diseases could be discovered, I felt a 
| wild impulse—like the Veneering’s waiter in 
Dickens’ ‘Our Mutual Friend’ — to suggest 
“ wind,” and throw up my situation. One laboured, 
in short, under a sense of incapacity due as much 
to ignorance of the signs and symptoms of health as 
I of disease in infants and children. One was unable, 
even after careful examination, to decide whether a 
1 child was seriously ill or had little or nothing the 
I matter with it. 

I Within recent years a change for the better has 
arisen. Many of the large hospitals have wards 
set apart for children. Children are no longer 
dispersed amongst adult patients to torment them 
I by their wakeful moans. Students are taught by 
lectures and practical demonstrations that the 
inner parts of babies are not such sealed mysteries 
as they at first appear to be. They learn that the 
baby’s facial expression, its frown and look of pain, 
and above all, its smile, the character of its voice, 
the movements of its limbs, chest, and abdomen, 
are as significant as the condition of its tongue and 
pulse. If it can smile its life cannot be in immi¬ 
nent danger. 

Herodotus tells in a story how the life of the 
1 infant Cypselus was saved by a timely smile. In 
consequence of an oracle it was ordained that the 
infant should undergo a major operation, a crude 
sort of cranioclasty. It was arranged that ten 
surgeons or Bacchiadae, as they were termed, should 
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call at the house to see the child, and that the 
first to receive it in his arms should dash its brains ! 
out on the floor. But when the babe was handed 
to the first, it smiled at him, so he had not the 
heart to destroy it, but passed it on to the next. 
He was similarly irresolute and did the same, until 
finally, all had handled the babe and examined it, 
and it was then restored to its mother. But the 
operation remained unperformed. i 

Then the surgeons went outside and consulted ! 
together. They agreed that, in spite of the baby’s 
smiles, the operation was necessary, and even j 
urgent. However, the mother was listening behind 
the door, as mothers will do when consultations f 
are proceeding, and she hid the child in a chest. j 
So Cypselus escaped and lived to do some major 
operations on his own account. He began on the 
Bacchiadae. | 

Doubtless, since the days of Cypselus many a ! 
surgeon has been disarmed by a baby’s toothless 
smile, although the smile may have been entirely ! 
thrown away on the anxious and less experienced I 
practitioner who had doubted if the babe could 1 
possibly live through the night. j 

To cultivated ears, screams described before¬ 
hand as those of agony, and warranting immediate 
operative interference, may resolve themselves 
even when heard outside the nursery door into those 
of peevishness and passion, although the patient’s 
bowels may not have acted for four days and the 
temperature is 103°. , 

Enough has been said to show the importance, 
long neglected, of acquiring knowledge of children 
as well as of their diseases. There is no excuse 
now for entering practice in a state of dark mental 
chaos with regard to the manners and customs of 
infants. In addition to special tuition now 
afforded at general hospitals, a number of | 
children’s hospitals has arisen within the last I 
twenty years, where further knowledge may be 
obtained, whilst still more recently London has 
followed, far behind, in the footsteps of all other 
civilised countries, and founded a Society for the 
Study of Diseases in Children, from which it may be 
hoped that valuable information may be propagated. 

It is difficult to explain why a subject so j 
important to the welfare of the community as the 
study of children should have been so long 
neglected in this country. Perhaps the public as j 
well as the medical profession are to blame. For j 


from time immemorial the upbringing of children 
has been regarded from an economical rather than 
a medical point of view. Many an elaborate 
treatise on methods of training children to be 
healthy, virtuous and brave has seen the light, but 
has emanated from moral educationalists and not 
from physicians. In fact, medical men were not 
supposed to interfere in matters considered to be 
outside their province. If children were ill or ailing, 
the doctor was called upon to prescribe for their 
diseases, but advice on their management in general 
was neither sought nor welcomed. He was not 
asked to see a child because it w r as wayward, but 
because it was wasting, not because it was dainty, 
capricious in appetite, refusing food considered 
good for it, and craving for all that is unwhole¬ 
some, but because it had pains in its stomach. 
Advice was not asked for peevish, passionate 
children, nor for those who were afraid of the dark, 
and unnaturally timid, absent-minded, or brooding 
and morose, jealous, spiteful, or cruel, nor for mis¬ 
chievous, untruthful, dishonest, or immoral 
children. All such defects were regarded as moral 
rather than morbid, and were treated as such. It 
was long before it was recognised that a child 
might be dull and stupid because of adenoids or 
refractive errors. 

v ~TTsuch stupid children were neglected, the pre¬ 
cocious were in a still worse plight. For although 
the saying “ So wise so young do not live long ” 
might be quoted, it was not considered that medical 
advice might lead to such children’s longevity. 

Of late years this attitude of the public has 
changed. They have formed Parents’ Unions and 
Childhood Societies, and have learnt that morality 
is largely a question of health and temperament 
and environment; that vice to a great extent 
depends upon disease, hereditary or acquired. 
Hence medical men are frequently called upon to 
advise in cases which formerly were dealt with by 
disciplinarians. Even at Board Schools children 
are no longer caned as of yore for having chorea. 
The pendulum has perhaps swung too far in the 
opposite direction, but it is a fault on the right side. 
Parents are perhaps too apt nowadays to look for 
stigmata of degeneration in their offspring, and to 
suffer tortures of remorse when their little ones 
are naughty. Peccadillos are magnified into 
enormous misdemeanours suggestive of moral in¬ 
sanity. Petty ailments, especially if combined with 
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a vile temper, are regarded as evidence of gouty 
inheritance. 

Not long ago a lady brought a perfectly healthy- 
looking little boy aged five who suffered from incon¬ 
tinence of urine to see me. On attempting to 
make his acquaintance, the child screamed with 
rage, hit furiously at my face, and executed a kind 
of war dance in the corner. When I ventured a 
mild remonstrance, his mother flew into a passion 
hardly less violent than her child’s, and told me 
roundly that if I Yiad known anything about my 
profession I should have seen at a glance that it 
was not temper but uric acid which was flooding 
her poor little boy’s system. 

A child who shows signs of intelligence above 
the average is thought to be in imminent danger of 
over-taxing his brain ; whilst one is asked to give 
hopes that thumb and finger exercises or Swedish 
drills may stimulate activity in the brain of a semi¬ 
imbecile and render his intelligence normal. 

As I have said, a reaction has taken place; we 
are called upon to advise in cases which formerly 
did not come within our cognisance. Our know¬ 
ledge of disease and ailments of children has been 
considerably widened of late; there is yet a 
tendency to lay too much stress upon the actual 
complaint from which a child suffers and not 
enough upon the child’s personality, his ancestry 
and environment. 

We are apt to attribute an enormous variety of 
symptoms to one cause in particular instead of to 
many different factors, and when we have removed 
or treated the presumed cause, we are much con¬ 
cerned because the patient is not materially better. 

For instance, a child has night terrors, and, as 
indigestion will certainly give rise to bad dreams, 
we think to stop the night terrors by treating the 
dyspepsia. Or headache is the complaint, and 
having observed a slight error in refraction we are 
disappointed that the headaches do not disappear 
when suitable glasses have been provided. Or we 
are surprised that epilepsy is not cured after the 
evacuation of a few thread-worms. 

Some believe that epilepsy and chorea and most 
functional disorders in children are due to auto¬ 
intoxication, and are curable by disinfecting the 
alimentary tract; others that eye-strain, decayed 
teeth, or a tight prepuce, or adenoid vegetations 
are chiefly to blame; whilst it is hardly necessary 
to mention the uric acid specialist, who attributes 
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all known ailments, and several more, to excess of 
| biurate of sodium. 

I may sum up this long preamble by saying that 
although facilities for acquiring knowledge of 
diseases in childhood have been greatly increased 
of late, the value of such knowledge would be 
; enhanced were it combined with the study of 
childhood itself. 

I In the case of adults the effect of mental 
troubles on the course and origin of illness is well 
recognised. Galen, when called to see a Roman 
lady who was supposed to be in a decline, divined 
1 that the sickness was merely that of love, for, on the 
! mention of the name of Pylades the actor, the lady’s 
pulse at once became hurried and irregular.' 

I We are all aware that medical treatment alone 
will not cure insomnia in a clerk who has been 
robbing the till, or dyspepsia in a wife who is jealous 
of her husband. Yet where children are concerned, 
we often forget that the influence of their mental 
troubles may be as great, or greater than our own, 
in causing and prolonging their complaints. 

George Eliot says of the sorrows of childhood : 

! “ We can no longer recall the poignancy of that 
moment and weep over it as we do over the re¬ 
membered sufferings of five or ten years ago. 
Every one of those keen moments has left its trace 
and lives in us still, but such traces have blent 
themselves irrecoverably with the finer texture of 
our youth and manhood ; and so it comes to pass 
that we can look on at the troubles of our children 
with a smiling disbelief in the reality of their pain ” 
(‘ Mill on the Floss,’ p. 56). George Eliot refers to 
the effect of children’s mental sufferings upon their 
happiness, not upon their health. Yet health and 
happiness go together. If a child is miserable, like an 
adult its health suffers. The cause of the misery 
may seem trivial, but its effect upon health may be 
prolonged through after life. We do not find in¬ 
stances of this in medical text-books, but in the auto¬ 
biographies of many literary persons. It might be 
thought that such cases are exceptional, and that 
the effects of their early sorrows are exaggerated by 
the vivid imagination and emotions of the writers, 
and that the various complaints of mind and body 
which many of them graphically describe are 
merely part of the eccentricities of genius. But 
the tale is none the less true for being clothed in 
picturesque language which all of us have not at 
command. And therefore one need not hesitate to 
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use illustrations from non-medical literature which 
seem to be in point. 

My purpose is to speak of 7 ieurotic children and 
to consider the bearing which their temperament 
has upon their diseases. To speak of temperament 
in relation to disease carries us very far back in the 
history of medicine ; to the days of the Humoralists 
who followed the doctrines of Empedocles, that 
there were four elements: fire, air, earth, water; 
four qualities: hot, cold, dry, moist; and four 
humours : blood, phlegm, yellow and black bile. 
Their fantastic theories as to the causation of dis¬ 
ease have long been dead. Yet even now we speak 
of sanguine, phlegmatic, choleric and melancholic 
dispositions, though without attaching such medical 
importance to the terms as the Humoralists did. 
By a neurotic temperament is meant a disposition 
in which the emotions are easily kindled, strongly 
felt, and with difficulty restrained or controlled. 
Emotional excitability may apply to all, or to only 
one or more sets of possible emotions. For 
instance, capacity for emotions such as fear, anger^ 
and the like may predominate in one, love and 
sympathy in another, self-love, sadness, melancholy 
in a third. Together with emotional excitability in 
one or other of these directions, there may be 
deficient development of control, deficient powers 
of judgment as to the weight of the cause which 
excites the emotion, which cause is exaggerated by 
process of imagination and want of experience. 
Unrestrained emotions of any kind will lead to 
mental and bodily exhaustion. On the other hand, 
a similar result follows a constant struggle between 
the will power which seeks to control and the 
emotions which seek display. 

The physiological effects of excessive emotion of 
any kind, whether restrained or unrestrained, are to 
produce lowered vitality and prostration, enfeebled 
circulation, and disorders of the whole processes of 
metabolism and elimination. Hence the import¬ 
ance of recognising the presence of emotional 
excitability in early childhood. 

The emotional temperament is largely a matter 
of direct inheritance. Apart from family history of 
neuroses, a glance at one or other parent will often 
give a clue to the disposition of the child, and in 
some cases when placid and commonplace parents 
cannot understand where their children get their 
temper from, a “ wicked uncle,” or an aunt “who 
was always considered queer,” may be found 


amongst collaterals. The emotional temperament 
may be modified, though it cannot be eliminated, 
by training and environment. The child is father 
of the man, and on looking back to early days we 
must all agree that our dispositions, our likes, dis¬ 
likes, and passions have not altered much. Experi¬ 
ence has taught us to modify our actions, but has 
not changed our impulses. And again, those of 
us who are neurotic will agree with George Eliot 
that our emotional sufferings in early childhood 
were very great indeed, that they were intensified 
by being neglected or ignored, that they affected 
our health as well as happiness, and that we bear 
their traces still. 

The person who is not neurotic bears a charmed 
existence in comparison with one who is. Emo¬ 
tions he must have, of course, but they are mainly 
pleasurable, and no one of them is keen; all are 
easily controlled. Theoretically, he is the offspring 
of a long-lived race of sturdy and somewhat 
commonplace people. None of his ancestors has 
been in any way distinguished, except for un¬ 
impeachable respectability and orthodoxy. They 
have been methodical, business-like, plodding, 
industrious, and successful. His birth will be 
normal and easy, his infancy uneventful. He will 
take the breast readily and not cry for more when 
he has had sufficient. He will, however, cry 
lustily and kick vigorously when hungry, or when 
a pin is running into him, but not otherwise. He 
will sleep the sleep of the just, and so will his 
parents and nurses. He will not show undue pre¬ 
cocity, except in physical strength, and will stand 
and walk long before he can talk. He will 
be a little slow in taking notice, but when he 
begins he will win much popularity by his 
affable reception of complete strangers. He will 
tolerate all novel experiences, except painful 
ones, with the greatest composure. In very 
early days he will regard all toys merely as 
things to suck, but later he will show marked 
preference for those which make most noise. His 
teeth will be cut before the nurse has time to dis¬ 
cover that he is fretful and “ must be about ” them. 
Of course he may not escape measles and scarla¬ 
tina, but will take them so mildly that they will 
probably be diagnosed as rose rash or “ fourth ” or 
“ fifth disease.” He may, when just able to walk, 
excite consternation by his inveterate habit of risk¬ 
ing his neck and limbs on every possible oppor- 
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tunity, but otherwise there will be no reason for 
anxiety respecting his health during early child¬ 
hood. As regards digestion, he will be capable, 
like the unfortunate Dean Swift, of consuming one 
hundred* golden pippins at a time ; but, unlike 
that most miserable of men, he will be none the 
worse for doing so. As a boy, he will be fond of | 
all kinds of sport. Under the guidance of friendly 
gamekeepers he will acquire a stock of knowledge > 
of the habits and customs of birds and beasts, 
solely with the object of killing them, not with the 
instincts of a Waterton or White. Not that he is 
wilfully cruel; he is only incapable of conceiving 
that animals have feelings worth respecting. Like 
Tom Tulliver, he will believe that worms do not 
feel, or if they do it doesn’t matter much. He will 
readily swap the terrier which adores him for a ; 
better ratter, and will be capable of fattening tame 
rabbits in order to increase his pocket-money by j 
selling thefn for his own dinner. A horse to him 
is merely a thing to be tamed, ridden, and driven. 
At school he will not shine in lessons, but will pass 
muster. Classics and foreign languages he will 
abhor, but he will be fairly good at simple arith¬ 
metic, and he will like practical chemistry because 
of the evil smells which he will be allowed to 
perpetrate and the general suggestion of fireworks 
which that interesting study conveys. His taste in 
literature will be confined to tales of adventure, 
particularly concerning pirates. Anything of the 
imaginative or romantic order he will relentlessly 
condemn as “ rot.” He will naturally excel at 
school games, and the ’Varsity Blues, engaged at 
his parents’ great expense to form his mind, will 
deal leniently with his Latin in consideration of his 
prowess as a “ forward ” at “ footer.” He will 
infinitely prefer a caning to an imposition, and will 
think the fun of breaking bounds well worth the 
handsome recognition which it entails at the 
hands of the head master. He will enjoy fighting, 
but, far from being a bully, will champion the 
cause of small nervous boys against those who ill- 
treat them. But he will have a hearty contempt 
for his protegh , and will probably cause them ! 
more discomfort by his boisterous disregard for their 
sensitive nature than the bully ever would by | 
physical ill-usage. In short, he is the type of what 
is called a manly boy without any nonsense about 
him ; good-tempered, honourable, easy-going, not 
highly intellectual, but with a fair amount of ! 


common-sense of a rather narrow order. He could 
obtain a pass degree at almost any university with¬ 
out much trouble. He would make an excellent 
clergyman of the muscular order, though perhaps a 
little intolerant of conscientious doubters of creeds 
which he never dreamed of questioning. In the 
army he would be the idol of his men, who would 
readily follow his leadership of a forlorn hope with¬ 
out blaming him for having made it so. In 
commerce he would conduct a safe and never 
risky business, and, with capital and competent 
managers to guide him, would be prosperous. If 
wealthy, he might develop a taste for art, and 
become renowned as possessing the finest collection 
in the country of pictures of the early Victorian 
British or “ Baby’s birthday ” school. In politics 
and religion he will stick to his party. No mis¬ 
fortune, pecuniary or otherwise, will ever lose him 
an hour’s sleep or interfere with his appetite. 
Perhaps he will eat and drink rather more than 
would be good for most people, but with no 
apparent ill effect. He may have illnesses, of 
course, but will always flatter his medical man by 
the wonderful manner in which he will rally under 
remedies skilfully prescribed. Indeed, he will be 
regarded by his doctor as a standing proof of the 
efficacy of medicine. Ultimately he will die of old 
age after many false alarms. 

This rough and over drawn sketch may serve to 
convey the idea of a person without any very keen 
emotions. Throughout his existence he has no 
strong passions to battle with, cares sit lightly on 
him, and his ambitions are never thwarted, for he is 
perfectly satisfied with the state of life into which 
it has pleased God to call him. 

Before proceeding to further consideration of 
neurotic children it is necessary to say a word on 
the nervous system in childhood. 

Nervous system in childhood .—The various func¬ 
tional neuroses of childhood have been explained 
by theories based on the normal development of 
the cerebro-spinal system in infancy. Some think 
that exuberance of energy is responsible; others 
speak of the comparative instability of the nervous 
system in early life, the imperfect development of 
the higher centres, the defect of inhibition or 
control of the higher over the lower centres, and 
the want of clearness in the paths which conduct 
various impulses, in order to explain defective 
co-ordination, spasmodic muscular actions, and 
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unchecked reflex excitability. Then we are told 
that rickets and gastro-intestinal catarrh are re- j 
sponsible for the nervous affection of early infancy, 
e. g., tetany and convulsions, whilst rheumatism is 
at the bottom of the neuroses of later childhood— 
for instance, chorea, habit spasm, night terrors. 
Others find a gastro-intestinal source such as 
constipation, auto intoxication, or parasites for all 
the latter. j 

I venture to think that none of these theories 
fully explains the facts. It is true that the higher 
centres are not fully developed, and that inco¬ 
ordination and want of control of the higher over 
the lower centres exist in normal early life. But 
this is not the whole matter. All children who 
suffer from indigestion or rickets do not fall a prey 
to tetany, laryngismus and convulsions, but only 
comparatively few. Chorea practically always 
occurs in rheumatic subjects, but many children 
will go through repeated attacks of rheumatism, I 
and yet never have chorea ; whilst worms, unless 
in large numbers, as a rule, produce no symptoms 
at all. It is only occasionally that nervous sym¬ 
ptoms appear to be due to internal parasites. The j 
same may be said of the various disorders of diges- 1 
tion which occur in children and adults alike. So 
other factors must be at work, and my purpose is 
to draw attention to their existence. 

Chief of these factors is the emotional tempera¬ 
ment of the child—an individual instability of the 
nervous system rather than the nervous instability 
common to all. Any illness may bring this in¬ 
dividual instability into prominence, whilst in 
itself it may be responsible for the occurrence and 
perpetuation of various complaints. Moreover, 
the environment of the neurotic child has to be 
considered in its bearing on the child’s diseases. 

Roughly speaking there are two types of neurotic 
children (1) unrestrained emotional type; (2) 
restrained emotional type. 

In the first type, intelligence is normal or above 
the average. The characteristics are marked 
timidity and restless energy. The subjects are 
high spirited but easily discouraged ; imaginative , 
and often superstitious; apprehensive of trouble; ! 
apt to exaggerate difficulties and slow in making 
effort to meet them ; worried by trifling causes ; ! 
demonstrative of affection, but such affection is , 
often due to sheer selfishness. They are often 
immensely vain and burdened by a sense of being j 


unappreciated ; passionate at times, but more often 
querulous and depressed. They crave for sympathy 
and think themselves ill-used if everyone does not 
give way to them. They are quick at learning, 
but forgetful of facts. They will work with feverish 
energy in fits and starts, but are soon exhausted. 
They are enthusiastic but impetuous, and wanting 
in judgment. They suffer agonies of remorse for 
trifling offences. They may become brilliantly 
successful in art or literature in after life, but 
frequently fail from lack of industry, method and 
common-sense. 

Complaints to which type 1 are liable .—They are 
usually thin, slightly built, and we are asked to see 
them because they are wasting. They are pale 
and sallow with dark circles round their eyes. 
Their appetite is capricious; they suffer from 
attacks of abdominal pains, diarrhoea, and vomit¬ 
ing, without special cause, or chronic constipation. 
They are liable to repeated night terrors, head¬ 
aches, and migraine, urticaria, and other forms of 
erythema exudatativum, poorness of circulation, 
dead fingers, cold extremities, sweatings, cardiac 
palpitation ; habit spasm and rheumatic chorea, 
recurrent tonsillitis, cyclic albuminuria are com¬ 
mon. Epileptiform seizures, but rarely true 
epilepsy, are met. They may develop all forms 
of hysteria or neurasthenia in after life, may become 
alcoholics or drug takers, suicidal, homicidal, and 
insane. 

In the second type, emotions are very strongly 
felt, but the powers of control are equally strong. 
Such children are observant, intelligent, but so 
reticent that they often pass for being dull, sullen, 
and obstinate. They are often extremely sensitive, 
shy, and proud. • They appear wanting in affection, 
but really yearn for it, and brood over slights, 
imaginary or otherwise, until they become morose, 
gloomy, and revengeful. Being slow to take or 
give offence, they are often shamefully bullied at 
home and school, but suffer all with apparent 
stolid indifference, except for occasional outbreaks 
of fury. They are solitary in habits, introspective, 
prone to self-analysis, imaginative, superstitious, 
with morbid love of horrors, and equally morbid 
dread of them. This disposition, with its charac¬ 
teristic suppression of outward display of emotions, 
is as exhausting as that of the other type in which 
emotional excess is obvious, and is associated with 
many similar complaints. It is apt to lead to 
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dreamy mental states and intellectual torpor, or to 
hysterical melancholia. The digestive powers may 
fail, and the sufferers may develop into sexual 
neurasthenics, or soured, discontented hypo¬ 
chondriacs, full of selfish woes and disappointed 
ambition, or in time cease to use their powers 
of self-restraint, and become vixenish, mischief¬ 
making old spinsters, crusty and cross-grained old 
bachelors. 

In addition to the above types, in which intel¬ 
lectual powers are above the average as a rule, 
there is a class which deserves notice. In this the 
intellect is by no means brilliant, and the subjects 
are painfully conscious of the fact. But they are 
consumed with ambition to excel, and are envious 
of their superiors. By sheer force of exertion they | 
manage to keep abreast of, or even to exceed, their 
competitors. But the mental strain is too much 
for them in the long run, and they break down in 
health as well as mind in consequence, particularly 
if placed in positions of responsibility for which they ! 
know themselves to be unfitted in after life. These 
are usually, but not invariably, of the female sex. 
Needless to say, the sub-varieties of neurotic types 
are endless. Of such are developed the fiercely 
fond and fiercely jealous women who capture mild 
husbands and dominate them by developing sym¬ 
ptoms of functional heart disease. Some dabble 
in medicine, despise doctors, live chiefly on anti¬ 
pyrin, coca wine, and cake, and change their 
religion if they happen to give birth to a club¬ 
footed infant. Amongst them are pioneers in 
various directions (mostly unsavoury)—shriekers, 
faddists, and “ antis ” of all sorts, whose views on 
every subject are precisely the opposite of those 
entertained by the majority of their fellow creatures. 
There are those whose hearts throb in painful sym- , 
pathy with suffering humanity, but still more in 
indignation because distress is not at once relieved I 
by the drastic measures which they dictate. The j 
sympathy of such neurotics, being purely selfish, 
makes its subjects miserably ill, whilst its objects | 
are often none the better. 1 

There are neurotics who are only sensible of the ! 
sorrows and trials which affect those outside their 
own kith and kin—neurotics who hug other 
people’s grievances and their own by turns. There 
are dull neurotics who worry incessantly over trifles 
— cannot decide whether to short-coat baby or not, , 


| wash, and go downstairs in the dead of the night 
to hunt for sparks in the tea-caddy. They are full 
! of aches and anxiety, take medicine by the gallon, 
and love doctors, but frequently change them at 
the bidding of strong-minded friends. 

All these, by reason of their emotional tempera¬ 
ment, suffer, as Swift said, from *• the imaginary 
ailments with which our female Yahoos are always 
| infested.” In addition, they have many ailments 
I which are genuine, though heightened by imagi¬ 
nation. 

We would save their children from their fate, 
and it is possible that much may be done for a 
neurasthenic when caught young. 

I can only allude to a few of the characteristics 
and complaints mentioned, which affect neuras¬ 
thenics in early life. 

Fear .—Of all emotions fear is the one most 
calculated to produce lasting effects upon a neurotic 
child. Fear is natural to all sentient beings, and 
is the essence of self-protection. A child who 
fears neither God, nor man, nor danger, nor the 
devil, is next door to an idiot who sets the house on 
fire, then claps his hands and crows with delight at 
the flames. Fear implies powers of imagination, 
and the child who suffers most is the most imagina¬ 
tive. It is impossible to foretell what may suggest 
a sense of the supernatural to an imaginative child 
and therefore alarm it. The childish mind may 
invest inanimate bodies with the most malignant 
qualities. I have known a child who attributed 
any number of horrifying visitations and perse¬ 
cutions to the spite of a fur foot-warmer, which he 
was wont to describe as a “ bomp.” Hence treat¬ 
ment can only consist in endeavouring to allay 
fears when they are known to exist. Judicious 
treatment and management probably saved Sir 
Walter Scott from many a midnight qualm. At 
the age of four he says, “ I had acquired, I know 
not how, a kind of superstitious terror for statuary 
of all kinds. No ancient iconoclast or modern 
Calvinist could have looked on the outside of the 
Abbey Church (if I mistake not, the principal 
church at Bath is so called), with more horror 
than the image of Jacob’s ladder, with all its 
angels, presented to my infant eye. My uncle 
(Captain Robert Scott) effectually combated my 
terrors, and formally introduced me to a statue of 
Neptune, which perhaps still keeps guard at the 


lie awake because a bib has .gone astray in the | side of the Avon ” (Lockhart’s 4 Life of Scott,’ 
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ed. 1898, p. 20). The old system was to try to 
strengthen the child’s nerves by deliberately 
frightening it. Plato proposed to test children’s 
courage by exposing them to the horrors of witch¬ 
craft. The Rev. Mr. Day, author of * Sandford 
and Merton,’ attempted to teach young girls to 
be brave by firing pistols at their skirts, and drop¬ 
ping hot sealing-wax on their bare arms. He did 
not succeed. 

In former generations fear was considered essen¬ 
tial to morality, and if a child naturally showed no 
signs of fear he was thrashed until he did. This 
was called “breaking his will.” Fear does not 
necessarily imply cowardice in presence of physical 
pain or danger. A timid child may bear having a 
tooth extracted with the utmost fortitude, yet be 
utterly cowed by a harsh word. 

But fear, whether of the supernatural, or of 
physical ill-usage or of ridicule, has the same disas¬ 
trous consequences on the mental and bodily 
health of a child. It is chiefly exemplified in 
night terrors. The sleep of most children, probably 
nearly all, is disturbed from time to time by dis¬ 
tressing dreams. Bad dreams always indicate a 
condition of ill-health, which may be trivial and 
temporary, or serious and lasting. A stolid un¬ 
imaginative child may eat too much cake and wake 
screaming in the night, but he will be none the 
worse next day, and will remember nothing except 
that he has had a bad dream. It is far otherwise 
with the emotional, imaginative and neurotic child. 
To him the prospect of his “ witch-ridden pillow,” 
as Charles Lamb called it, is one of unutterable 
dread and dismay. If he keep his mental tor¬ 
ment to himself, as he often does, there can be no 
doubt that mind and body will suffer, it may be, for 
a life time. 

Examples of the effects of fear. — Harriet 
Martineau in her essay on “Fear” (‘Household 
Education,' ed. 1876) says: “I was as timid a 
child as ever was born; yet nobody knew or could 
know the extent of this timidity; for though 
abnormally open about everything else I was as 
secret as the grave about this. I had a dream at 
four years old which terrified me to such an excess 
that I cannot now. recall it without a beating of the 
heart. I could not look up at the sky on a clear 
night, for I felt as if it was only just above the tree 
tops, and might crush me. I could not cross the 
yard except at a run from a sort of feeling, with no 


real belief, that a bear was after me. The horrors 
of my nights were inexpressible.” Her particular 
terror was of a magic lantern. “ I never saw,” she 
says, “ the white cloth with its circle of yellow light 
without being in a cold perspiration from head to 
foot.” Even at the age of thirteen she turned so 
faint that she could not stand but by grasping a 
chair, on seeing a lantern slide of a dragon vomit¬ 
ing flames. She says again : “ Some of mv worst 
fears in infancy were from lights and shadows.” 
Her blood ran cold at the sight of the shadows cast 
by the window frame on the ceiling when the lamp 
lighter went his rounds in the street. The pris¬ 
matic colours on the wall caused by the sun 
shining through glass lustres filled her with alarm, 
although curiously enough she says she knew enough 
of optics to have taught any child how such colours 
came there. “ Under all this,” she says, “ my 
health was bad ; my behaviour was dogged and 
provoking, and my temper became for a time 
insufferable.” She only began to improve in the 
year when she obtained some release from habitual 
fear, and during the whole critical period she 
misled everybody by concealing with apparent 
apathy the terrors which beset her. 

Leigh Hunt's fears, like those of Charles Lamb, 
were induced by horrid pictures. One of a fabulous 
wild beast called the “ Mantichora ” unspeakably 
shocked him. His brother cruelly worked on his 
fears by imitating the creature which was half man 
and half tiger, and was suspected of devouring 
small boys. “ Such things,” he writes in his auto¬ 
biography, “ are no petty ones to a sensitive child. 
My brother had no notion of the mischief they did 
me. They helped to morbidise all that was weak 
in my temperament, and cost me many a bitter 
night"” 


A much earlier instance of prolonged night 
terrors is given by Jerome Cardan, the famous 
physician, mathematician and voluminous writer of 
the sixteenth century (‘ De Vit& Propria '). From 
his seventh to his twelfth year he was haunted 
nightly as many as a hundred times by visions of a 
cock with red wings, which frightened him lest it 
should speak, which it always did, in threatening 
human voice, though he could never remember 
what it said. Throughout his sad life Cardan was 
a prey to terrifying dreams. He regarded them all 
as supernatural visitations, and tortured himself to 
discover their bearing on his daily life and future. 
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He was a typical neurasthenic of the restless, 
imaginative, introspective order. 

Symptomatic and idiopathic night terrors .—In 
one sense I believe that all bad dreams are 
symptomatic, that is to say, their exciting cause is a 
peripheral stimulus arising internally or externally. 
The nature and origin of the stimulus may to some 
extent be explained by the tenor of the dream. 
For instance, partial asphyxia due to close atmo¬ 
sphere, or to covering the face with bed-clothes, or 
to obstruction of respiration by adenoid vegetations, 
will give rise to a dream in which a sense of 
impending suffocation causes terror. Hence arise 
dreams of being engulfed by tidal waves, or buried 
alive by avalanches. Again, dreams of being 
pursued, yet unable to stir, may be occasioned by 
actual restraint of movement from heavy bed¬ 
clothes or pressure of one leg upon another. 
Dreams of flying or of falling into a bottomless 
abyss may depend on labyrinthine vertigo. Dreams 
of the inquisition and of tortures at the stake by 
Red Indians may be produced by dimly-felt bodily 
pain. Dreams of being exposed on an iceberg in 
the midst of a vast frozen sea may arise from feeling 
cold. In a sense all such dreams are symptomatic, 
but they become idiopathic in the fact that the 
interpretation put upon the sensations which give 
rise to them is entirely the dreamer’s own. If the 
dreamer is healthy, stolid, and unimaginative, his 
dream is a mere discomfort; if he is the opposite 
it becomes a lively terror, preys upon his mind, 
ruins his digestion, and may undermine his morals. 

The difference between nightmare and night 
terrors is merely one of degree. There is no 
essential distinction between the two. A child 
may be merely frightened or may be driven 
temporarily insane by his fears. 

I do not believe that one ever forgets the essence 
of a night terror, but children will often give no 
information on the subject, either because the 
horror of it is too complex for their powers of 
verbal expression, or because they deliberately 
conceal it lest they should be laughed at, as in the 
case of Harriet Martineau. It is perhaps difficult 
at first to reconcile a reflex theory of dreams with 
the fact that the tenor of the dream in many 
cases bears no relation to the presumed stimulus 
which excites it. For instance, why should a child 
dream night after night of a horrible red-winged 
cock because he has a pain in his stomach ? The 


apparent difficulties may be reduced by a psychical 
explanation. * 

The child has seen a red-winged cock by day 
I and has not liked the looks of it. Its image is 
I firmly impressed on certain neurons of his brain. 

In sleep these neurons are dissociated, that is to 
I say, their paths to consciousness are disconnected. 

' Pain in the stomach partially awakes the child to 
consciousness of what Jolly calls the “ self light of 
the retina.” The “self light of the retina” awakes 
I the neurons which contain the image of the red¬ 
winged cock, and they convey the perception of it 
1 to higher centres, which misinterpret and distort 
the vision. For these are unrestrained by judg¬ 
ment centres, and so the cock attains formidable 
l and even gigantic proportions and utters “ verba 
plerumque comminatoria ”—words for the most 
part threatening, as in Jerome Cardan’s experience. 

In dreams we are all mad, because our sense of 
judgment, of proportion, of humour, and the 
ridiculous deserts us. Insanity with all its delusions 
is but a waking dream. Most delusions have a 
l physical basis in fact, which the mind misinterprets 
because the centres of judgment sleep. The dream 
hallucinations of very young children are mostly 
due to wakened memory of objects which they 
have seen, and which have terrified them—we may 
not know when or why—by day. I should not 
like to say how many children have cause to 
remember the fifth of November with its hideous 
effigies and masks. 

In children from the age of six or seven upwards 
the dream hallucinations are often complex, and 
! do not resemble external objects seen in waking 
hours. They are of colossal skeins of wool, or 
mazy webs in constant intricate movement, now 
approaching, now receding from the eyes, and the 
1 terror culminates as the thing draws near. An 
excellent example of this form of night terror is 
given by Charles Dickens. 

Charles Dickens (‘ Uncommercial Traveller,’ 
Essay on “Chatham Dockyard,” p. 283) writes : 
“ Sauntering among the rope making, I am spun 
into a state of blissful ignorance, wherein my rope 
of life seems to be so untwisted by the process 
that I can see back to very early days indeed, 
when my bad dreams—they were frightful, though 
my more mature understanding has never made 
out why—were of an interminable sort of rope 
making, with long minute filaments for strands, 
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which, when they were spun home together close 
to my ^eyes, occasioned screaming. ,, Dickens 
from the time when he describes himself as a 
sickly, and not particularly well-cared-for little boy, 
was subject to attacks of what I take to be appen¬ 
dicular colic. He says that his nurse, a ghoul¬ 
like young person who told him tales of “ Captain 
Murderer,” and “ Chips the Carpenter, 57 and of a 
huge spectral dog whose size he feebly attempted 
to explain away—not that he deemed it in the 
least improbable, but because he felt it “ to be 
really too large to bear,”—“ impaired his digestive 
powers for life.” Dickens also suffered from 
hemianopia and migraine in after life. 

Migraine as cause of night terrors .—I have 
elsewhere suggested that as this type of dream 
frequently occurs in those who suffer from 
migraine, the hallucination may be induced by 
the visual aura which so commonly precedes an 
attack of migraine, also that as errors of refraction 
are commonly the cause of migraine they may also 
account for the complex visual form of night 
terror to which attention has been drawn. It is 
true that typical migraine with its various well- 
known aurae is seldom complained of before the 
age of puberty. But the aurae may nevertheless 
occur in young children and frighten them to 
distraction whether by day or by night. Adult 
sufferers from migraine often experience the aura 
without the headache, and when this happens for 
the first time they are often greatly alarmed by the 
amblyopia, hemianopia, giddiness, and other sensa¬ 
tions which they take to indicate serious cerebral 
disorder. 

Night terrors and epilepsy .—The suggestion 
that exaggerated night terrors are akin to or may 
lead to true or genuine epilepsy has often been 
made. But I cannot agree that there is any 
necessary connection between the two, or even 
that there is any marked resemblance between the 
symptoms. They are however often forerunners 
of hystero-epilepsy, hysteria, and in some cases 
acute mania. 

(To be continued .) 

Wrigh-t & Co., of Bristol, have just issued the 
‘ Golden Rules of Anaesthesia,’ by Dr. R. J. Probyn- 
Williams. Thft little book states the points to be 
borne in mind in giving anaesthetics. A longer 
notice will be published soon. 


A Manual of General Pathology. By Sidney 
Martin, M.D., F.R.S., F.R.C.P. London : 
John Murray, 1904. Price 15s. 


Every intelligent member of the medical pro¬ 
fession must be interested in such a book as this, 
for it gives clearly and briefly an account of what 
may fairly be called morbid physiology. Morbid 
anatomy and morbid histology are excluded, and 
rightly so. It is true that any large work on 
clinical medicine describes much of the pathology 
of each disease, but the advantage of a good book 
on general pathology is that it gives a much fuller 
description than is met with in books on clinical 
medicine, and shows the pathological affinities of 
diseases. 

The best part of Dr. Martin’s book is that which 
deals with bacteria, and it is high praise to say 
that he has made the subject clear, although the 
terminology which has been erected by bacterio¬ 
logists is so barbaric and uncouth that it is enough 
to repel a serious student, and on the other hand 
to attract a parodist; indeed, it requires Gilbert 
and Sullivan to do it justice. However, the author 
steers us skilfully among anti-bodies, premier 
vaccin antiferments, agglutinines, cytotoxines, 
bacteriolysines, antitoxine immunity units, toxoides, 
toxophores, addiments, alexines, and many other 
rocks dangerous to the understanding. This we 
take it is a severe test of the excellence of the 
book, but it comes well out of it. Another very 
good section is that on the changes in the blood 
in disease. Many students really have not enough 
time to read the large books on the subject, but 
here they will find a perfectly lucid account of all 
the important facts. 

It is quite impossible to review’ a book such as 
this in detail, for each page contains many facts, 
about most there is much controversy, but the 
author is particularly judicious in his separation]of 
what is really known from what is only surmised, 
and w r hen there is room for doubt he states the 
opposing views clearly and briefly; the reader 
does not put down the book wearied with the 
different views of controversialists but without the 
satisfaction of having added to his knowledge, but 
he gets up refreshed and knowing more about 
general pathology than he did before he began 
reading. It is a book which we can on all grounds 
w T armly recommend. 
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A CLINICAL LECTURE 

ON 

CASES OF HEMIPLEGIA. 

Delivered at St. Bartholomew’s Hospital. 

By NORMAN MOORE, M.D., F.R.C.P., 
Physician and Lecturer on Principles and Practice of 
Medicine, St. Bartholomew’s Hospital. 


Gentlemen, —I propose to lecture to-day upon 
three cases of hemiplegia, two of which are in 
Mark Ward, and one in the Out-patient room. 
One is a case of recent hemiplegia in a man in 
Mark Ward set. 26, another a case of old hemiplegia, 
an out-patient aet. 46, and the third is a case of 
hemiplegia in a man in Mark Ward aet. 54. The 
first two cases are examples of paralysis due to 
syphilitic infection, and the third is a paralysis due 
to a cerebral haemorrhage, and without any relation 
to syphilis. I wish first of all to consider the natural 
history of paralyses due to syphilis in special 
relation to the first two cases, and then to point 
out how their prognosis and their treatment differ 
from those of the form of hemiplegia of the third 
case, which is due to a cerebral haemorrhage uncon¬ 
nected with syphilis. The man in Mark Ward 
aet. 26 is a confectioner, and when he was admitted 
he had some paralysis in his right arm, in his 
left arm, in his tongue, in his left leg, and in his 
right leg, so that etymologically one could not 
speak of his purely as a case of hemiplegia. And 
that is the case of nearly every example of hemi¬ 
plegia due to syphilis which you come across. 
When you come to investigate it you find that it is 
not strictly a paralysis of one side of the body. 
These were the chief facts of his case before he 
was admitted :—In October he had pains in the 
occipital and temporal regions of the head, and 
although he did not make any mistakes in his 
speech he was not quite sure of the rapid operations 
of his mind. For instance, in his shop he was 
apt to give too much change to customers, and he 
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made other mistakes of a similar kind, putting 
things in wrong places, and so on. The headache 
was severe. On November 2nd he had loss of 
power in his right arm. He was staying in bed on 
account of his headache, and this loss of power 
came on while he was there. He could move his 
fingers, although he was unable to raise his arm. 
So it was not a complete paralysis, but a partial 
paralysis of his right arm. On November 23rd 
his left leg was slightly affected. That was not first 
noticed by himself, for he had been staying in bed 
all this time, but by a medical man (Mr. Isaac 
Dorran) who saw him. His right arm was distinctly 
better by the 23rd, that is to say three weeks after 
the first attack; and on December 7 th he considered 
that his right arm was quite well. On November 
26th his left arm was partly paralysed. He could 
not hold things in his hand. He stayed in bed or 
at rest in his room, and was taking iodide of 
potassium and mercury all this time. On December 
21 st all the paralyses were nearly well, and he got 
up. He found, however, that he had some diffi¬ 
culty in talking. It was not exactly aphasia, it was 
rather a difficulty due to the movements of his lips. 
On December 26th he was up all day, smoked four 
cigars, and drank some weak whiskey and water, 
and these excesses were followed by headache. 
On December 27th his left arm and leg showed 
slight loss of power. On January 1 ith he had loss of 
power in his right arm, and slight loss of power in his 
right leg. He was admitted here on January 30th. 
What I want to impress upon you with regard 
to the facts I have related is that it is character¬ 
istic of these varieties of paralysis that they are 
fluctuating and varying in degree, and not only 
that but varying in locality. You see he was affected 
partly in his right arm and partly in his right leg. 
Nor if you look at external circumstances is it very 
easy to exactly say why they vary. You have heard 
that on December 26th he was up and smoked— 
not a very large quantity of tobacco but still a 
definite quantity—and drank what he says was a 
very small quantity of spirit and water. After that 
there was a distinct aggravation of the symptoms. 
Now I should like to dwell on that for a moment, 
because it is often believed—it is a popular belief but 
it also pervades medical writings, though I think 
much less at the present day than a few years ago 
—that excess in food and drink have something to 
do with the cerebral attacks which terminate in 


hemiplegia. It is most important to bear in mind 
that there is very little evidence to show exactly what 
degree of effect any particular excess of that kind 
on a particular occasion has on the cerebral changes. 
But in this particular case, as you will see when we 
consider the case further, there is very little reason 
to think that the excesses of drink and tobacco had 
any effect in making him worse. You have already 
heard that his case fluctuated, and the last 
was in all probability merely one of the general 
fluctuations. The case is worth discussing in 
that respect for a moment, because the points 
which one discusses in a clinical lecture are 
those which naturally arise in practice and in 
the general management of patients, as well as 
purely pathological points. For instance, it is 
worth considering here whether, tobacco has any 
effect upon the brain in the way of producing 
permanent change. Obviously it has* as a drug, 
some effect on the nervous system. Before the 
invention of chloroform, and before there w T ere 
any anaesthetics known as such, in the desperate 
state in which people then often were with regard 
to the pain inflicted by operation, and more than 
that with regard to the impossibility of getting 
muscular relaxation in a person who was in a state 
of extreme pain and terror, an enema of tobacco 
was sometimes given, and it produced relaxation 
of the muscles, and in fact a condition of extreme 
collapse. That and the conditions which some¬ 
times come on at the commencement of the 
tobacco habit which you will find described in 
books or may perhaps have experienced yourselves, 
seem to indicate that tobacco certainly has a 
distinct transient effect upon the nervous system. 
But, in spite of the enormous use of tobacco and 
practice of the habit of smoking in the last three 
hundred years, no one has demonstrated any 
anatomical change in any nerve centre as a result 
of it. When it first came to be used people were 
quite sure that it had a real effect upon the brain. 
For instance, it was often said that it blackened 
the cerebral tissues, that the cortex was found to 
be black in the case of an inveterate smoker. 
And that statement, which was made by some 
medical writers, is alluded to in the works of King 
James I as one of the reasons why tobacco 
smoking was a bad thing. He says: “Surely 
smoke becomes a kitchin farre better than a dining 
chamber, and yet it makes a kitchen also often- 
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times in the inward parts of men, soyling and 
infecting them, with an unctuous & oily kind of 
soote, as hath bene found in some great Tobacco 
takers, that after their death were opened.” How¬ 
ever, a Dutchman named Van der Meer, in the 
< Epistolae medicorum de Tabaco,’ published two 
pathological letters on the subject, in which he 
described post-mortems which he had made on 
inveterate smokers. One was an English pirate 
who was ultimately captured and imprisoned in 
Holland, and who, during the whole time he was 
in prison, smoked, and indeed smoked right to 
the foot of the gallows. As soon as he had been 
executed Van der Meer opened his skull and 
demonstrated that his brain was as white as that of 
anyone else. Another case he mentioned was 
that of an old woman who was always seen smoking 
in the streets. She was an habitual criminal, and 
at last she was brought to justice and hanged, and 
after her death he opened her skull and found 
that her brain likewise was unstained. Conse¬ 
quently he concluded that there was no truth in 
the statement. And from that day to this no 
structural change has been demonstrated in the 
brain as a result of the indulgence in tobacco. 
I think what one must believe is this: that if 
tobacco can cause structural changes, it is never 
taken in sufficient quantity, even by those who use 
it in excess, to produce those changes. A point 
which is constantly raised with regard to men’s 
habits is whether tobacco has an effect in aggravat¬ 
ing cerebral disease in any way, and the advice I 
should give you with regard to regulating its use in 
patients is this : that you should ascertain whether 
it in any way interferes with their digestion or 
with their general condition, or whether on the 
other hand it is beneficial as a kind of mental 
sedative. Then about the stimulant, of course it 
is possible that if a patients circulation is very 
much altered, the taking of alcoholic liquors may 
lead to haemorrhages and other sudden changes 
leading to haemorrhages in the brain. That is 
possible, but does it ever occur? It is most 
difficult to say. You see, we know that an increase 
of mental exertion does produce an increased 
flow of blood to the brain. There can be no 
doubt about that, because it has been absolutely 
demonstrated by the experiments of Mosso, of 
Turin. They were most admirable experiments, 
in which he showed by immersing a man’s arm 


in a water bath and having a graduated measure, 
that when he exerted his mind intensely, say 
upon a mathematical problem, the arm distinctly 
shrank, owing to the blood going to the brain in 
increased quantity. That was only one of his 
experiments. The result of them was to demon¬ 
strate that the blood-flow to the brain varies 
very precisely indeed with regard to what the 
brain has to do at the particular time. And in 
the same way the blood-flow all over the body 
may be affected by the degree of action of the 
heart, and in that way it is therefore possible that 
if the cerebral vessels are excessively thin, that is 
to say if aneurysm of the cerebral vessels is 
present and near the point of bursting, one of those 
vessels may be made to burst by an excessive 
meal or an excessive potation of liquor. But 
this case of which I have read you the notes shows 
that you will seldom be able to satisfy yourself of 
that; and in this particular case I do not think 
the stimulant did have any such effect, because 
precisely similar changes had taken place when he 
was lying in bed without stimulant of any kind. 
It is therefore clear that the fluctuating changes in 
his case were due to increasing or diminishing 
anatomical changes going on in the brain. I have 
given his history up to January nth. We will now 
take his state when he came in. He had both 
arms wasted, and on the right side he pould not 
grasp another person’s hand or raise his own, and 
there was very little power in his deltoid. There 
was slight resistance to extension, but none to 
flexion. He could move his left arm and grasp 
with the left fingers, but the resistance to flexion 
and extension was not as strong as it should have 
been. There was, however, no definite paralysis. 
There were triceps-jerks on both arms. The supi¬ 
nator-jerk* was greater on the right than on the 
left. No rigidity. The legs were wasted; the 
patient could raise both legs from the bed. The 
left leg had no loss of resistance to flexion or ex¬ 
tension. In the right leg there was loss of resist¬ 
ance to flexion and extension, the latter not so 
marked as the former. There was increased knee- 
jerk in both legs, slightly more on the right than 
on the left. Ankle clonus only on the right side. 
He also had at this same time paralysis of the 
lower part of the right side of the face. The 
tongue protruded to the right, but it was very little 
to the right; and it is worth noting also that he 
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had difficulty in protruding the tongue at all. [ 
That was his state on admission. We tried very i 
carefully to ascertain whether he had any aphasia. I 
He certainly had none, but he had difficulty in 
moving his buccal muscles and tongue. That was I 
on the 30th January. On February 5 th—because 
you will see it is most important to follow the j 
course of a case like this—the condition remained 
the same. He was gaining power in his arms, and 
there was very little loss of power in the legs, j 
Tongue slightly protruded to the right. Incon- I 
tinence of urine and faeces : and I ought to have 
mentioned that those symptoms were present when 
he came in. Let me say at once with regard to j 
these that incontinence of urine and faeces, 1 
although of course it may be an indication of 
injury to a particular nerve-tract or nerve-centre, 
in the majority of cases of nervous disease it is to 
be regarded merely as a sign that the disturbance 
is considerable. It occurs in hemiplegia where 
there is no permanent structural cause for it. It 
occasionally occurs after convulsions, when there | 
is no paralysis of any kind present. It occurs j 
with regard to haemorrhages in any part of the 
brain, and with regard to injuries in any part of 
the spinal cord. And therefore what it indicates ! 
is primarily a great disturbance of some part of ^ 
the nervous system. That is the case here, no 
doubt. On February 6th he had pain in both 
arms and the right leg, and had less power in his 
right leg than he had the day before—distinctly less, j 
On February 12th the power had increased in the 
right arm and leg, although the movements of both I 
were still greatly impaired. The tongue was still 1 
slightly protruded to the right; muscles of right : 
lower face weak, but acting better. He knew when | 
the bowels or the bladder ought to be emptied, but 
had not power to retain their contents.; but he 
could give warning. On February 19th he showed 
further power in^the arm, but still no grasping | 
power. He had increased power in the right leg. 
Knee-jerks distinctly increased on the right side, 
that is to say, in relation to the normal degree. 
On February 23rd he was despondent, and the day 1 
before had been excessively depressed; before 
that he had been fairly cheerful. The same 
morning it was impossible to understand what he 
said, and he did not seem to understand what was ; 
said to him, and would not put out his tongue. 
fc Now, why did not he put out his tongue ? I find j 


great difficulty in being certain about it. Was it 
that he was unable to do so, or was it that he did 
not understand what was said to him? I think he 
had considerable muscular difficulty, but in the 
process of trying to satisfy oneself about that it 
was clear that he had some amnesia, that is to say, 
defective power of interpreting what he heard. 
What the degree of it was it is impossible to say, 
but it was clear that when one made a remark to 
him it did not convey what one intended; and at 
the same time when he spoke it was clear that he 
was slightly aphasic. It was not merely that he 
could not utter words, but he could not utter the 
words which he wanted to utter. His amnesia was 
very distinct indeed. It was less easy to be quite 
certain about his aphasia because he had such 
feeble power of utterance. Still I think it was 
present. I wish to impress upon you these points: 
he had paralytic symptoms affecting his right arm 
and right leg, and right side of the face. He had 
also had some symptoms, not persistent, in his left 
leg and left arm. Then, in addition to those, he 
had defective movement of his tongue coming on, 
defective power of hearing and interpretation of 
what he heard, and defective power of interpreta¬ 
tion of his own thoughts and speech—aphasia and 
amnesia. His chest did not appear to move quite 
as well as formerly. On February 26th it was 
impossible to make out what he said; he did not 
put his tongue out, though he seemed to attempt 
to do so. I think there is no doubt that there was 
no muscular power to put out his tongue. He 
had no squint. There was no power of voluntary 
movement in the right arm or leg, but no rigidity. 
He did not seem to understand what was said to 
him, though he was quite bright in expression, and 
as if eager to understand. Sometimes he seemed to 
understand better than at others. He could not say 
his name or tell where he lived, though he could 
do so when he came in. He passed urine and 
faeces under him. He had to be fed nasally, but 
swallowed well. On March 1st his speech was 
intelligible. Between February 23rd and March 
1st I was unable to understand what he said. 
But on March 1st I could distinctly understand 
what he said. He was in that state yesterday, and 
I could understand what he said to me in reply to 
questions, but it was clear that he could not keep 
up a long conversation. His right arm was almost 
completely paralysed. There was a little move- 
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ment in the fingers, and his right leg was partially j 
paralysed too. There is still a trace of paralysis ' 
on the right side of the face. His is a typical case 
of cerebral paralysis due to syphilis. I will say a 
word or two about the way in which this form of 
paralysis occurs when I have told you about the | 
case from the out-patient room. 

This is an out-patient who came to see me first 
about the year 1891, and he has attended ever 
since, so we have had a very good opportunity of | 
observing him. He had been ailing in 1891 for 
seven years, and at that time six years had inter¬ 
vened from an attack of syphilis. There was a 
distinct history of the attack. This patient had J 
been, as I say, more or less ill for seven years. 
He had had attacks of giddiness, and in 1885 he 
temporarily lost the power of speech, but was 
never unconscious. In 1890 he began to have 
difficulty in walking, lost power in his legs and 
right arm, first the right leg, then the left, but not 
completely. He never lost sensation in them. 
In March, 1891, he fell suddenly, without any 
premonitory, symptoms, and was unconscious for a 
time. The weakness in his leg increased. From 
April to June, 1891, he was in the hospital here, 
and since then he has been feeling somewhat 
better. While he was in the hospital he developed 
paralysis of his left eyelid, and in 1891 he had 
slight rigidity in his right arm and leg. There 
was no facial paralysis, but still some paralysis of 
his left eyelid. When he was in hospital he also 
had paralysis of the right external rectus of the 
eye, which had recovered. As he is at present 
you notice very little about him except that he 
cannot put his right leg as well forward as he can 
his left; and if you examine his arm very carefully 
indeed you find that there are traces of paralysis 
left in him, but not very much. He has no 
aphasia, but he still has slight paralysis of his left 
eyelid. 

These are examples of paralysis due to syphilis, 
and you will have noticed about both of them that 
the paralysis is widespread. That case in the out¬ 
patients was investigated by a good many very 
efficient clinical clerks, and a large proportion of 
them when they investigated the matter and had 
put to them this question : Where is the lesion ? 
showed very considerable knowledge of the 
physiology and anatomy of the brain, and great 


would account for all these symptoms. But when 
the further question was put to them as to how a 
man could be living with such a large lesion as 
that must necessarily be in that region which was 
indicated, and able to walk about, they could not 
answer. Their dilemma illustrates the character¬ 
istic feature of these cases: namely, that the 
cerebral effects of syphilis are far more often due 
to several scattered lesions than to a single lesion. 
That is to say, it is not that the man up in Mark 
Ward has a lesion in his pons, and, if we are to 
account for all his symptoms, rather low down in 
his pons, very near the medulla ; he would not be 
living if he had a lesion there capable of producing 
all the paralyses which he showed, but he has a 
number of damaged or altered tracts in his brain. 
Now you should use that knowledge in this way : 
when you are investigating a case and you find 
there are what you may call scattered paralyses in 
the patient, suspect that the origin of the paralysis 
is syphilitic. Of course there are other conditions 
in which you may have scattered paralyses ; the 
most familiar one, and one which ought to be 
mentioned because it very likely has nothing to do 
with syphilis, is that in which a patient has had a 
facial paralysis from a peripheral lesion followed 
by a true hemiplegia. There you have a scattered 
paralysis, part of it due to one lesion, probably in 
the brain, and the other due to a lesion in the 
trunk of the facial nerve outside the brain, and 
perhaps the paralyses may belong to different 
periods of the patient’s life. But with that ex¬ 
ception, a paralysis of a scattered nature—paralysis 
of the eyelid with hemiplegia on one side, or 
paralysis of one arm and leg and of part of the other 
arm or leg, and not merely a scattered paralysis, 
but one of varying degree, with a sort of indeter¬ 
minate seat of injury in the brain—those are the 
characteristics of the paralyses due to syphilis. 

Now there are two points which arise. How do 
these occur? Syphilis has been very thoroughly 
studied for three hundred years or more, and it 
was first very seriously studied in the first half of 
the sixteenth century. And comparatively early it 
was noticed not merely that there were external 
changes which, even in those early days of precise 
clinical and pathological study, they were obliged 
to associate with syphilis—I mean such changes as 
sore throat, rashes, nodes upon the bones and 


ingenuity in choosing a spot for the lesion which [ necrosis of bones,—but also that there were changes 
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in the body which they could attribute to it. Here 
is a volume which is always worthy of reference 
when you are considering any subject which was 
known at the time in medicine. It is Van Swieten’s 
‘ Commentaries on Boerhaave’s Aphorisms.’ Van 
Swieten was president of the College of Physicians 
of Vienna, and had been a pupil of Boerhaave at 
Leyden. He and his master Herman Boerhaave 
had vast attainments in clinical medicine, and the 
book includes many striking passages and sensible 
clinical remarks on everything which was known 
at his time on the subject of medicine, say 
up to the yearS760, the beginning of the reign 
of George III. You are certain to find some¬ 
thing worth considering if you look into this 
book. In relation to these cases I thought it 
worth while to look into it and see what degree of 
knowledge of internal syphilis they had in those 
days. This is really all that is said on the subject: 
“ Increasing from the original sore it first and for 
the most part affects the external neighbouring 
parts with the like ulcerous pustules, and after¬ 
wards the internal, as the lips, gums, palate, tongue, 
fauces, nose, brain, lungs, liver, spleen, uterus, 
etc.” That of course shows that they had observed 
the large gummatous masses which are to be seen 
in cases of syphilis, and which now and then arc 
to be seen in the brain associated with extensive 
necrosis of the calvaria. So that no one who had 
reached the stage of knowing that necrosis of bone 
followed syphilis could fail to understand that these 
tumours were in some way associated with it. And 
that I suggest is the way in which they arrived at 
that knowledge. But although they had such oppor¬ 
tunities of observation—greater than ours, because 
so much less was known about the best ways of 
treating syphilis, and therefore they could watch 
the progress of the disease in severer forms—that 
is all they had to say about syphilis affecting the 
internal organs. But, as of course you know, in 
our own time enormous progress has been made 
in the study of syphilitic nervous diseases, and any 
student could write down many changes in the 
nervous system which he believes to be due to 
syphilis: locomotor ataxy, paralyses of the kind I 
have shown you to-day; and then besides that, we 
know that many other visceral changes are <iue to 
it: amyloid liver, amyloid spleen, amyloid disease 
of the kidney, all these may sometimes be traced 
to syphilis: also disease of the blood vessels, 


I including the aorta, of the aortic valves, and disease 
of large arteries, such as aneurysm. All those we 
! are accustomed to associate with syphilis, and no 
! doubt correctly. I think that in view of the fact 
that so much advance has been made with regard 
to nervous disease in its relation to syphilis, we do 
not always attach sufficient importance to its 
powerful effect on the circulatory system. The 
more you come to observe it the more you will be 
satisfied that among the patients we see here, a 
very large proportion of instances of disease of the 
1 aortic valves, a very large proportion of the cases of 
aneurysm of the aorta, a large proportion of the 
cases seen in the post-mortem room of extreme 
atheroma of the aorta are traceable to syphilis, and 
1 are due to gummata, to the collections of cells 
characteristic of syphilis. In the same way we 
j can account for these changes in the brain. These 
scattered paralyses are to be regarded as part of 
the effect of syphilis primarily upon the circulatory 
| system. When you consider them in that way, you 
see how easy it is to understand that they will be 
scattered over the brain. Look at an atheromatous 
circle of Willis and the vessels going from it in a 
case in the post-mortem room, and you will see 
, how the atheroma is scattered in different places. 

: That same condition of degeneration or similar 
conditions with great arterial thickening scattered 
through the brain produces numerous patches of 
softened and ill-nourished cerebral tissue. And as 
that degree of bad nourishment will sometimes 
only reach a destructive condition and at other 
times will be merely one of extreme malnutrition, 
so the patient will fluctuate in the way which the 
patients you have seen have altered. In connec- 
| tion with these cases I want to impress upon you 
the extreme importance of considering that in 
relation to cerebral syphilis what you have to do 
with in most cases—but not in all, because you 
sometimes find a gummatous tumour in the brain 
substance—is a disease of the circulatory system 
and its results. Then you noticed how much the 
condition of the patient fluctuated, and that again 
is a most important point in the natural history of 
these cases and in their contrast to the other case 
which I mentioned, a man between fifty and sixty 
years of age who has a hemiplegia not associated 
with syphilis. After the first fortnight or three 
j weeks the prognosis of an ordinary case of cerebral 
haemorrhage unassociated with syphilis is fixed : 
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you know how much recovery is going to ensue. 
The man has had a certain amount of his brain 
destroyed, and the nerve fibres coming from it will 
never be restored to their functions. That is to 
be regarded as a true alteration in the nerve tissue. 
But in these syphilitic cases it is different. Here 
is this man, apparently in every position to derive 
full advantage from treatment and rest and so on, 
and yet he did not improve continually until quite 
late. And when he came to lose his speech on 
February 23rd, and to have great difficulty in 
putting out his tongue, and less power in his arm, 
if that had been a non-syphilitic case you would 
have said, and with justice, this man is hopelessly 
going down-hill, that he will get worse and probably 
die. But you must never look at a case in that 
light where the disease is syphilitic. How much 
such a patient may recover, or when he will recover 
you cannot tell exactly, and you must go on treat¬ 
ing such a case as his with iodide of potassium 
and with mercury, which are the only remedies by 
which there is any hope of improving them. You 
may hope reasonably for a very considerable degree 
of improvement in most cases, and in some for 
almost complete recovery. In the case in Mark 
Ward it is clear that many areas in the brain are 
affected, and one can hardly hope for a complete 
recovery. Of course, there may be some further 
haemorrhage into the tissues and the man may die in 
consequence, but I have seen cases quite as 
unsatisfactory as this at one stage of their history, 
and yet they have improved to such an extent 
that the patient has been able in after life to walk 
about and to use his hand, and showed only im¬ 
pairment of some movements, but not complete 
paralysis. There is one other point I want to 

allude to. This man in Mark Ward has been 
aphasic, and he has been amnesic, but he might, 
notwithstanding that, completely recover as regards 
expression and hearing. And it is curious that 
the effect upon the brain, and on the functions of 
the brain, of such a paralysis as that is quite 
different from the effect of haemorrhage such as the 
man has had who is in the front ward. The man 
in the front ward who had haemorrhage unassociated 
with syphilis will never regain his complete mental 
power, and his cerebral capacity will never be as 
good as it was before. That might not be known 
to a medical man who only saw the patient once, 
but it will be known to the people with whom he 


lives. But in cases of syphilitic hemiplegia 
occurring in youngish people, if the man recover 
from the paralysis, if he is able to go about again, 
and only some relic of it remains, it frequently 
happens that his mental functions are entirely 
undisturbed, and that he is able to use his mind 
as well as he did before. That is an interesting 
difference between the prognosis in the two classes 
of cases. 

In conclusion let me impress upon you the 
extreme importance in syphilitic cerebral disease 
of any kind of persevering in your treatment, and 
of not being led to think that the patient is 
certainly not going to recover because at a par¬ 
ticular time he begins to be worse. It is a 
disorder beginning in the circulatory system, and 
as your treatment affects the change in the wall of 
the vessel, or as the wall of the vessel was more 
or less damaged before treatment, so the case will 
fluctuate and vary, as it did in these interesting 
cases. 


A CLINICAL LECTURE 

ON 

FRACTURE OF THE NECK OF THE 
FEMUR. 

Delivered at St. George’s Hospital. 

By A. MARMADUKE SHEILD, M.B., F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, —I wish to speak to you to-day 
about a very important and common accident, 
namely, fracture of the neck of the femur, and I 
will commence the remarks I have to make by 
mentioning a case. About five or six weeks ago a 
lady, advancing in life and of active habits, had 
been in London for a day's shopping, and was 
returning to her suburban home when a dog ran 
between her legs at Victoria Station and threw her 
over on the ground. It was a comparatively slight 
fall. She was brought to the hospital with the 
following signs, which I ask you to follow closely. 
The limb was everted, that is to say, it was 
turned outwards, and it was remarkably helpless. 
When urging her to raise it from the bed she 
was unable to do so without putting down her own 
hands so as to lift the limb. On urging her to 
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invert the limb she was unable to execute this 
movement. There was a good deal of pain about 
the limb, and there was bruising, and on carefully 
examining the region of the trochanter, there was 
considerable widening, which I beg you to espe¬ 
cially observe. It is marked in the numerous 
specimens which are placed here for your in¬ 
spection, of extra-capsular fracture of the femur. 
Widening of the trochanteric region is one of the 
most important signs of that accident. In addition 
she had the very important symptom of slight 
relaxation of the fascia of the outer side of the 
thigh. You know that strong band of fascia which 
passes down from the crest of the ilium to the 
outer side of the tibia which is called the ilio¬ 
tibial band. In fractures, when the upper end of 
the broken femur becomes raised, this fascia is 
relaxed in comparison with the other side. Now 
comes the all-important matter of shortening. In 
this case the amount of shortening was exceedingly 
slight, as is very common. There was, in fact, so 
little that it was difficult to demonstrate shortening 
at all, and if one had relied entirely on this 
symptom it would have been concluded that there 
was no fracture. Next came the test by means of 
measurement of the so-called Nelaton’s line. On 
taking a tape and measuring from the anterior 
superior spine to the tuberosity of the ischium the 
trochanter was found to be somewhat above this 
line. But what I think is more important is as 
follows:—Comparing the injured with the sound 
side, with the thumb on the iliac spine and 
the fingers on the trochanters, an approximation of 
the trochanter to the spine of the ilium on the 
injured side was readily made out. Whatever 
value “ lines ” and triangles may have for examina¬ 
tion purposes, their actual value in practice is not 
so great as you may suppose ! 

So the lady had received an injury to the hip 
which made the limb everted and helpless, and 
she was unable to do anything with it. Now came 
the all-important question of diagnosis. She was 
in a good position in society, and her friends and 
herself and everybody else were very anxious to 
know what had happened. In these cases it used 
to be customary to place a patient under anaes- | 
thetics and examine the limb when the patient was | 
insensible. I think this practice is not wise. One j 
of the fallacies of manipulation is that you make out , 
very little of the case by doing it. The second bad ! 


j thing is, that if you move the limb about much you 
; may disengage the fragments, if impacted, and 
really make matters worse than before. In my 
; younger days I used to see “ obscure hip injuries ” 

1 examined under anaesthetics by several surgeons. 

1 At the ensuing consultation “differences of 
opinion ” as to the existence of “ crepitus,” the 
amount of mobility, and so on, were invariable, and 
indeed, it was obvious that they had really learned 
very little, and the manipulations had done the 
patient nothing but harm! Now fortunately we 
have an invaluable help in the X rays, which makes 
things comparatively easy and secure for us. Now 
I want to say a word about the enormous im- 
! portance of having a proper skiagram taken of 
these cases of injury to the hip immediately, and if 
any of you hereafter are in a town where you 
cannot get a skiagram taken, if the patient is in 
any way able to afford it you must insist upon an 
expert being sent for to apply the method. If that 
cannot be done you had better move the patient to 
the local hospital, and do not guess at the injury, 
because the public will not novt tolerate mistakes 
in the diagnosis of these cases. The skiagram in 
the case we are talking about, shows that the 
trochanter was split up into several pieces and the 
neck of the femur was driven in among them. In 
fact it was an impacted extra-capsular fracture. 

This case serves as a text for us to consider the 
question a little more in detail. Remember that 
the common injury of the upper end of the femur 
is a fracture of the neck, the head of the bone 
being separated, but often still held in position by 
the capsule and muscles. It is the common 
fracture of old age, because the neck of the femur 
then becomes fragile, softened, and full of fatty 
material. It used to be said that the neck of the 
femur becomes horizontal in the aged, but that is 
not universally true; and no doubt the atrophy 
and fatty degeneration of the cancellous tissue is 
by far the most important predisposing cause of 
this accident. By this accident the lives of very 
old people are often terminated. The old man or 
woman who are considered “ wonders ” by their 
friends, who attend to their business every day, or 
insist upon attending public worship at six in the 
mornings, are apt to encounter this mishap. A 
little “ trip on the carpet,” or a little slip off the 
kerb on a frosty day, or injudicious getting out of a 
cab, the fall occurs, the mischief is done. 
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I have already related to you the symptoms of 
this fracture, and you have especially to recollect 
that in some instances there is shortening, in 
others there is not. But afterwards, when the neck 
of the bone becomes absorbed by inflammatory 
action, and the muscles draw the femur upwards, 
the trochanter rises, and very marked shortening 
comes on, and becomes too evident. A medical man 
may have rashly said, “Oh, it is only a bruise, 
and it will be well soon,” but in six weeks or so the 
son comes to him, and says, “ What is the reason 
my mother’s leg is two inches shorter than the 
other ? ” The true nature of the accident is then 
only too apparent. I think a practical and very 
good rule in surgery is as follows :—When an aged 
person sustains an injury to the hip and has 
eversion and helplessness and inability to raise the 
leg from the bed, he or she has practically always 
got a crack through the neck of the femur. This 
will be verified by a skiagram. So much for the 
diagnosis, and I want you to especially recollect 
that you must be on your guard against diagnosing 
these accidents as cases of a “ mere bruise,” and 
saying there is nothing serious the matter. Does 
this fracture ever occur in young people? Well, 
there are extant several specimens of fracture of the 
neck of the femur in quite early life. There is no 
doubt a considerable number of them are really 
separations of the upper epiphysis, of which I have 
seen instances. Before attempting to diagnose a 
case of this kind there is one question which you 
must carefully enter into, and that is whether the 
hip joint was all right before the accident occurred. 
Some of the old patients have suffered from rheuma¬ 
toid disease of the hip, so-called rheumatic arthritis, 
and they have developed shortening before the 
accident, with deformity and grating on movement. 
In such a case the diagnosis becomes compli¬ 
cated. So before starting your diagnostic inquiries 
ask your patient whether the hip was well before 
the accident. If they reply “Yes,” then that clears 
the ground from the suspicion of old rheumatoid 
arthritis, which you might easily mistake for this 
fracture. 

Having made the diagnosis that there is fracture 
of the neck of the femur, the next thing we have to 


I person, especially if fat and heavy, is an exceedingly 
1 serious accident. You will notice I lay stress on 
“ fat and heavy.” Fracture of the neck of the thigh¬ 
bone in a person upwards of eighty is exceedingly 
likely to end fatally; and it comes about in this 
I way. They get bed-sores from lying, they not in¬ 
frequently get hypostatic pneumonia and congestion 
at the bases of the lungs, and this is associated with 
an inflation of the intestines with gas. Such 
impediment to the action of a feeble fatty heart 
| ensues that they suddenly succumb. Another 
bad complication is cystitis and kidney inflamma¬ 
tion. All such complications are very apt to 
come on in an old and feeble person who has 
sustained a fracture of the neck of the thigh-bone. 
In such individuals it is impossible to keep the 
parts at rest; the fracture will fail to unite, and 
the after-lameness will be so considerable that the 
patient will be probably crippled for life. The 
prognosis is more favourable in a comparatively 
young person of spare body and active vigour, 
and it is comparatively more favourable if the 
fracture is extra-capsular and impacted. The 
more the patient approaches middle life, and the 
more spare and active in habit he or she may be, 
the more favourable will be the prognosis. In 
| these cases bony union is sometimes brought 
| about, but in all there is shortening and a certain 
amount of permanent lameness. 

' In the case of the lady I first referred to, who 
| was afterwards under my care, I did what I uni¬ 
versally do in these fractures. I committed an 
opinion of her case to writing, and said “ that with 
the best treatment we can adopt there will be a 
certain amount of shortening, and lameness will 
result.” I offered her or her relatives the choice 
of a consultation if they wished it. 

Next comes the question of treatment. The 
management of these cases of fracture of the 
upper end of the femur is fraught with a good 
deal of difficulty. If you are of opinion that the 
case is one which is dangerous to life, if the 
patient is very old, fat, and obese, you have to 
think mainly about saving the patient’s life, and 
you have 'to think very little comparatively of the 
fracture. So that in such a case the whole thing 


talk about is the prognosis of the case. You will 
be asked what is going to happen. What will be 
the end of it ? You may say this : that a fracture 
of the neck of the thigh-bone in an old feeble 


hinges very much upon the nursing. You must 
get two or more strong, active, able-bodied nurses 
who can lift the patient about, and the limb may 


be merely supported by sand-bags in as comfort- 
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able a position as possible. You must look after 
the urine and keep a watch on the state of the 
back, and get the patient out into an arm-chair so 
as to relieve the lying on the back, and practically 
let the fracture take care of itself. That is the 
plan of treatment which you have to adopt in old 
fat people who suffer from this form of accident. 
But if the patient is younger, and you estimate 
that they will bear treatment, always attempt to 
get bony union. If a lady owns to be fifty, and 
you therefore estimate her age at being about 
fifty-five, she will usually bear treatment for a 
fracture of the neck of the femur. A good plan 
is to place upon the ankle and foot a weight 
of about six pounds, with a pulley, to prevent 
the muscles contracting, and pulling up the shaft, 
as the absorption of the neck occurs. You 
can correct the eversion by a very simple method; 
it is very little known, but it is of the utmost 
value in practice. Place a flat piece of board, 
well padded and about four inches wide, behind the 
knee, and fasten it to the limb securely by a light 
plaster-of-Paris spica. It will then be impossible 
for the limb to rotate much outwards or inwards. 
Should this be too painful, let the eversion take 
its course. In combination with this, support the 
limb with sand-bags on either side. Please recol¬ 
lect the great importance of carrying out massage; 
in all these cases it should be commenced in the 
first week. In the case we are considering the hip 
was massaged for the first week, and in the third 
week very gentle flexor movements were com¬ 
menced, so that by the end of the fifth week she 
had a considerable amount of movement, and the 
case ultimately did very well. I cannot speak too 
strongly about the importance of massage in these 
cases with progressive flexion. I have seen 
better results from it than any method of treat¬ 
ment. 

Before I conclude I want to say something about 
a few varieties of this fracture. I have spoken of 
the common fracture of the neck of the v femur, and 
I have spoken of the great absorption of the neck 
of the bone that takes place before union occurs. 
Here is a beautiful specimen showing the ultimate 
result of bony union, which is rare but very good 
in intra-capsular fracture. You see the whole neck 
of the femur has disappeared ; this must result in 
upwards of two inches of shortening. This is just the 
kind of specimen in which the inquiring relative 


will say in two months* time, Why is it that So-and- 
So*s leg has got two inches shorter than the other ? 
In connection with the specimen I show' you this 
skiagram taken two months after an accident to 
the hip, and you can see easily how the head of 
the bone is fixed on to the shaft of the femur and 
the whole neck of the femur has disappeared from 
inflammatory softening. Here is another speci¬ 
men which shows no union at all. The bony 
surfaces have been polished one against another, 
but that is all. In this very important extra-cap¬ 
sular fracture you see how almost invariably the 
neck of the thigh-bone is driven into the trochanter 
and how extensively the trochanter is split. This 
series of specimens is well worth examining. In 
all of them there is comminution of the trochanter, 
with impaction of the neck, showing how common 
this condition really is. You can readily see how 
easily this impaction would be broken down by 
movements under anaesthetics. 

I have spoken of the diagnosis from bruises and 
from rheumatic arthritis, and also of the question 
of separation of the upper epiphysis, found in 
young people. It may be asked, Is it ever possible 
that this injury may be confused with dislocation 
of the hip? You know in all displacements of the 
hip, except dislocation on to the pubes, the limb is 
inverted. But there is sometimes everted dislo¬ 
cation of the hip, when the ligament is quite tom 
across. It is very rare. I have seen one such 
case only in my whole experience. The diagnosis 
of everted dislocation from fracture is very difficult, 
but will be settled at once by the X rays. Again, 
in exceptional cases the neck of the thigh-bone is 
impacted in such a way that the limb is turned 
inwards. The use of the X rays makes it clear. 
So it comes to this: that the use of X rays is 
absolutely essential in obscure injuries about the 
hip, and in your future practice, when you get an 
accident about the hip to treat, do not look at it 
as a light and easy thing. If any cases with which 
you will be brought in contact require remarkably 
careful consideration it is these. Now' I have 
written down on the blackboard words which I 
want you to put in italics in your memory. They 
were repeated to me the other day by a surgeon 
to an accident assurance company, who has had 
many years* experience at a large London hospital. 
He said that in his experience in connection with 
the accident insurance company, fracture of the 
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neck of the femur was more often overlooked than 
any other injury. 

I do not think I have anything to add about | 
fractures of the neck of the thigh-bone. The 1 
leading points are, to be exceedingly cautious in 
the diagnosis of them, and in regard to treatment 
in very old people you must look to their lives and 
not so much to the union of the fracture. Also 
in younger and more vigorous persons you can 
expedite union by extension and supports, and 
more especially by well-conducted massage. Your 
prognosis should always be a very careful one; it 1 
should be bad in the aged and in the obese and 1 
feeble, and should be guarded in regard to others. , 
You can always safely say that an amount of I 
shortening and lameness of the limb will super- j 
vene. 

Summary of Fractures of the Neck of the Femur. I 

Extra-capsular Fractures. Intra-capsular Fractures. 1 
May occur at any age. Common in old age. [ 

Commonly impacted, the 
neck being driven into 
shaft and trochanters, 
which are splintered and 
widened. 

Violence direct, as by a Violence slight—often very 
heavy fall on hip. slight, and frequently in¬ 

direct, as by catching foot | 
in carpet, and twisting 
limb. 

Milch bruising and swelling, Bruising slight. 

with widening of trochan- j 

teric region. 

Union by bone. Usually Impaction very rare. Much I 
good if surgeon does not absorption of bone. Union 

spoil the impaction by by fibrous tissue, rarely by : 

manipulations under an- bone, unless in 44 vigorous 1 

aesthetics. old people.” No union in I 

the old and feeble, with 
great lameness as a result. | 

Summary .—In both fractures eversion and help¬ 
lessness of the limb is the rule. The shortening may 
be very slight at first, so as to deceive the surgeon 
readily, a ‘‘bruise” being too commonly diagnosed, i 
A careful skiagram should be taken of all injuries | 
to the hip, as they are most difficult and obscure. ; 
Intra-capsular fracture is more often overlooked 1 
than perhaps any injury. Shortening, with some | 
lameness, is the ordinary result of fractures of the 
neck of the thigh-bone, even with all care and the 
best treatment. 


THREE LECTURES 

ON 

PERSONAL HYGIENE. 

I By LEONARD WILLIAMS, M.D., M.R.C.P., 

Assistant Physician to the German Hospital. 


Lecture I. 


Gentlemen,— Many people seem to have but 
vague ideas as to what is understood by personal 
hygiene, so I will begin by attempting a definition. 
I understand the term to signify those means of 
ordering our daily lives which are best calculated 
to maintain health, to combat disease, and to pro¬ 
long life. Someone has said that very few people 
are possessed of sufficient self-restraint to become 
octogenarians. Up to a certain point this is quite 
true, but to become octogenarians something more 
than self-restraint is required of us, and to many of 
us that something is even more difficult than self- 
restraint—it is self-compulsion. Now the exercise 
of these two qualities, self-restraint and self-com¬ 
pulsion, comprises all the law and the prophets in 
the matter of personal hygiene. It is very sad, no 
doubt, but the nice and pleasant things of the 
world are not good for us, except in the very 
strictest moderation, and to do the things which 
are beneficial to us we seem to require constant 
and ever varying incentives. Of those who suffer 
from chronic diseases and ailments after middle- 
life it may quite truthfully be said that, hygienically, 
they have done those things which they ought not 
to have done, and have left undone those things 
which they ought to have done. 

In these lectures I propose to consider some of 
the things in which we sin both by omission and 
commission, and I hope to be able to persuade at 
any rate some of you that the present state of 
matters is due largely to the tolerant and, indeed, 
benevolent attitude of the members of the pro¬ 
fession towards evils, which, if they would only 
recognise them as evils, they would surely combat 
and ultimately suppress. Let me explain at once, 
however, that I have nothing to say which is new. 
Nearly all the facts which I shall bring to your 
notice are already known to you in some form ; it 
is only their application which seems to me to want 
crystallising. We tend as a profession to bow too 
readily to traditional authority, whether based on 
reason or otherwise, and this tendency leads to an 
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excessive reliance on drugs in therapeutics, and 
custom in prophylaxis, to the exclusion of that 
larger purview which recent advances in knowledge 
really demands. We complain that quacks and 
charlatans are allowed to flourish in our midst to 
the detriment of the profession and the injury of 
the public, and the complaint is reasonable enough, 
but the worst of complaining is that it never does 
any good, and, in displaying the impotence of our 
position, nearly always does harm. A better way 
with these people is to try and ascertain the basis 
on which the success of each depends. Such a 
basis exists in nearly all cases, and it will generally 
be found to consist in the application of a truth 
with which we are quite familiar, but which we have 
failed to turn to therapeutic account. The fact is 
these people steal marches upon us—in faith cures, 
water cures, in diet cures, in nature cures—not be¬ 
cause they know anything which we do not know, 
but because we wilfully neglect agents which we 
ought to utilise. I am very far from advocating 
the practice of any form of quackery inside the 
profession; there is, unfortunately, already enough 
of it, but I do plead for a larger measure of faith 
in the rational and scientific application of Nature’s 
remedies and preventives, and a less slavish ad¬ 
herence to methods which we have inherited from 
our ancestors. Therapeutics is not limited to the 
exhibition of drugs, nor can it be said of pro¬ 
phylaxis that it is independent of the advance of 
knowledge. 

We will consider, then, how we are to direct our 
patients to live healthfully. And the first general 
instruction to give them is to live “ hard.” Here 
we return at once to the advantages of self-restraint 
and self-compulsion as compared to self-indulgence 
and idleness. Man was intended by nature to be 
a working animal. The man who does not work 
nearly always becomes an intemperate man; he 
invariably becomes an unhealthy one. And by 
“ work ” I mean something which a person must 
do day in, day out, whether the doing accords 
with his immediate inclination or not. You have 
only to think of those of your patients who are the 
best examples of gout, of alcoholism, of neuras¬ 
thenia, hysteria, hypochondriasis, and the like, to 
realise that they are drawn from the leisured 
classes, from the people who “toil not, neither do 


strenuous, purposeful lives instead of those which 
they do live. One of the reasons why women are 
so much more prone than men to functional 
nervous complaints is that they are, in comparison 
to the men of their own class, the leisured portion 
of the community. The really busy woman may 
be very many unpleasant things, but she is very 
seldom a neurotic. Of course, I do not under¬ 
estimate the difficulty of inducing a person to work 
who has no financial necessity to compel him 
thereto, but there is a great deal of voluntary work 
to be done for causes which cry aloud for help, 
and such patients may occasionally be made to 
realise, the responsibilities as well as the advantages 
of their positions. It is at any rate our duty to 
try and bring them home to them. The threat of 
dire physical consequences will often stimulate 
such people, even as it stimulates the school-boy, 
into diligently seeking the paths of rectitude. 

As we have appealed to Nature to help us to 
realise that man was intended to be a working 
animal, let us follow up this line and inquire to 
what extent man was intended to be a naked 
animal, and how far our conclusions will help to 
guide us in the consideration of that most im¬ 
portant of questions, namely, clothing. This is 
emphatically one of those matters in which we 
have for generations been bowing obsequiously to 
traditional authority without considering upon 
what basis the authority rests, and it is in my 
judgment high time that we reviewed our position 
carefully. So far as Nature’s original intentions in 
the matter are concerned, they need not detain us, 
for, whatever they were, the exigencies of civilised 
life have imposed some measure of clothing upon 
all inhabitants of temperate climates, and this 
situation is one which the most fanatical reformer 
must of necessity accept. Granting, then, that 
clothing is essential to our climate and our civilisa¬ 
tion, it is pertinent to inquire to what extent it 
should be’worn, and of what materials it should 
consist. And here let me express my conviction 
that out of ioo people at least ninety are over¬ 
clothed, and no less than ninety-eight are, so far as 
their under-garments are concerned, most im¬ 
properly and unsuitably provided. It is surely 
axiomatic to say that clothing is useful and desirable 
only in so far as it protects the organism against 


they spin,” and that if you would remove the cause ( deleterious extremes of cold, and that anything 
of their troubles you must induce them to live beyond this must necessarily interfere with the 
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due exercise of the many functions of that large 
and important organ, the skin. In a former 
lecture* I dealt with the necessity for paying due | 
regard to these functions, but I may be allowed to 
remind you here of the necessity for maintaining 
in their utmost vigour at least two of these 
functions, namely, the heat-regulating function and 
the excretory function, both of which are influenced 
to an enormous extent by clothing. 

One of the most vital powers of the skin is that 
which it possesses of contracting to a cold influence , 
to prevent undue loss of heat and of relaxing to a 
warm influence to allow of the radiation of super- ] 
fluous heat. Now this power, in common with all 
the other vital powers, is dependent for its integ- 1 
rity upon its proper exercise. Use gives rise to ( 
increase of function ; disuse to abeyance or loss of J 
function. It is therefore obvious that clothing 
must be so regulated that it shall not only not 
interfere with this power, but that it shall afford 
every reasonable opportunity for stimulation. And 
we must not lose sight of the fact that the degree of 
efficiency of this function is a measure of the effi¬ 
ciency of the skin as a whole, because when one 
function of an organ suffers the efficiency of the 
others becomes impaired. The right amount of 
clothing, therefore, is that which, while sufficient 
to protect the body from the harmful exposure 10 
temperatures in which contraction cannot prevent 
undue loss of heat, is nevertheless not such as to 
protect the body from the degree of cold which is | 
necessary to the proper activity of the contractile 
power. In other words, the proper, the ideal 
amount of clothing for a healthy person is the 
minimum which will protect that person from undue 
depression while following his ordinary employ¬ 
ment. Anything over and above this minimum is 
harmful, in that it impairs the contractile activity 
of the skin, upon the integrity of which so much 
depends. If these principles, which are sufficiently , 
obvious to those who consider the matter dispas¬ 
sionately are correct, what must be our verdict 
upon the practice of the majority of people whom 
we meet in every-day life ? Is it possible to avoid 
the conclusion that they are overclothed—grossly 
and even grotesquely overclothed ? And they are 
overclothed because they are lacking in self-re- 


* “ Balneary Therapeutics,” Clinical Journal, Feb 
ruary 3rd, 1904. 


straint or self-compulsion, or both. These people 
seek to protect themselves not against harmful 
degrees of cold, but against all degrees of cold. 
It is much pleasanter to be always warm, never to 
be sensible of a cold influence, than it is to feel 
one’s skin contracting suddenly to keen air : so 
under-garment is piled upon under-garment and 
overcoat upon overcoat, with the pathetic result 
which inevitably attends all attempts to improve 
upon Nature’s methods—that the very thing which 
they seek to avoid is precisely that which they reap 
in greatest abundance. For, on principles which I 
have already explained, the greater the amount of 
the clothing, the greater is the sensitiveness to cold. 
The unused contractile power falls into disuse, and 
undue loss of heat is constantly occurring. I shall 
have occasion later on to refer to other causes for 
the loss of the contractile power of the skin, but I 
must pass now to a brief consideration of its ex¬ 
cretory function. 

The excretions of the skin are discharged either 
as fluid or as watery vapour, and it is therefore very 
properly held that the clothing which is worn next 
to the skin should be of an absorbent nature— 
should have the power, that is, of rapidly absorbing 
into itself the moisture which, either as sensible or 
insensible perspiration, is thrown off by the skin. 
Now, if I were to ask you what is the most ab¬ 
sorbent material known to commerce, you would, 
I am sure, rise as one man and reply—wool. Some 
might vary it by saying flannel, but then wool and 
flannel are practically the same things, and, for our 
purpose, the terms are interchangeable. Now, 
whoever says that flannel is an absorbent material 
either uses the adjective in a sense which does not 
usually attach to it, or he speaks without first-hand 
knowledge. We have all been taught that flannel 
was absorbent. At school I was told that it drank 
in water, at college I was informed that it was 
hygroscopic ; and these and similar statements you 
will find in almost every text-book which deals, 
however remotely, with the question of clothing. 
And yet it has no basis of truth, none whatever. Of 
the materials which are used for underclothing, 
flannel, silk, cotton, and linen, flannel is by far the 
least absorbent. It is, indeed, practically un¬ 
absorbent. When I came into the room you 
saw me place that piece of flannel in the basin of 
water. It is what is called the “ best baby flannel,” 
and I pass round another piece from the same 
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length. Now that piece of flannel has been lying ; 
on the water for about half an hour, and when I 
remove it you see that it has not absorbed any 
water at all. If I were to leave it here undisturbed 
until this time to-morrow we should find it in pre- ( 
cisely the same condition—a few bubbles on its | 
face, but no absorption of the water into the tex- i 
ture. In contrast to this we will take a piece each i 
6f silk, cotton, and linen, and you will see that 
they all absorb the water rapidly and sink almost | 
immediately. If, after this experiment, any one is j 
prepared to maintain that flannel is absorbent, let 
me invite him, when he has a cold in his head, to 1 
use a pocket-handkerchief made of this material, , 
and he will soon convince himself. 

Now, it is reasonable to inquire how it comes | 
that almost the whole medical profession has come ! 
to accept without inquiry a fallacy so obvious and so 1 
demonstrable. The reason, I think, is this. Flannel 
is a warm material, as it is called. No material 

t 

is, of course, warm per se. All the warmth is de¬ 
rived from the body itself, and one material is 
warmer than another in virtue of the fact that the 
one is a worse conductor of heat than the other. 
Flannel is a non-conductor of heat by reason of the 
air spaces it contains, air being, of course, a very poor 
heat-conductor. Being thus a “ warm ” material, 
flannel was supposed to afford protection from that 
bugbear of times not very remote which used 
vaguely to be spoken of as “ chill.” A chilled 
surface was regarded as the most dangerous state 
in which man could find himself. This idea arose 
from the fact that so many illnesses are ushered in 
by chills and rigors, and these chills were believed , 
to be the cause of the symptoms which subse- 1 
quently developed. That, however, is by the way. , 
Flannel came to be prized because of its warmth, ! 
and it became an article of faith with everyone [ 
that it was the only proper material to wear next 
the skin. From that position it was an easy step 
to invest it with properties which it did not , 
possess. Now, this investiture has been productive 
of two things, both of which are altogether unde¬ 
sirable. The first is the almost universal practice 
of wearing flannel next the skin ; the other is the 
oversight of the really useful purposes to which the 
material may be put in the matter of clothing. 

Having regard, then, to the fact that flannel is 
unabsorbent, what are the consequences of wearing 
it next the skin ? On the flannel itself, very few. i 


I am told that a well-known Continental professor 
is in the habit of passing round his class, to show 
how pure and sweet it is, a woollen garment which 
he has worn continuously, night and day, for a 
fortnight. Assuming that it is pure and sweet, 
this constitutes the strongest indictment which can 
possibly be brought against the material, for if it 
has not absorbed the emanations from the skin, it 
has failed of its most important purpose. The 
consequences upon the skin itself of wearing 
flannel under-garments are, on the other hand, 
many and deleterious. The moisture which 
normally exudes from the skin contains excre- 
mentitious matter in the form of salts and gases, 
which, if not absorbed by the material worn, are 
retained in contact with the integument. Now the 
skin is an organ of respiration, so that the first evil 
which we have to note is that the air supplied to 
this organ is impure. Then we must remember 
that effete matters retained in contact with the 
body always give rise to irritation, and this explains 
the complaint so often and so justly urged even 
against the softest wool, that it irritates the skin. 
It is not, as these people imagine, the mechanical 
irritation of the material which they resent; it is 
the physiological irritation of the effete matters. 
The retention of moisture in contact with the skin 
is perhaps the greatest of the evils to which flannel 
garments give rise. In order to realise the extent 
of this evil, however, it is necessary to remind you 
of a fact which seems generally to be overlooked. 
It is this : however closely fitting the under-garment 
may be, there is always between it and the skin a 
layer of atmospheric air. When this layer of air is 
impure, it interferes, as we have just seen, with 
the cutaneous respiration and causes irritation of 
the epidermis. Now what are the consequences 
of its being moist ? Well, let us put an extreme 
case and suppose the body to be enveloped in a 
mackintosh covering. The result would be, of 
course, the imprisonment of the whole of the 
moisture, and you would have, in fact, a warm 
moist air surrounding the body. In such circum¬ 
stances, as every climatologist knows, evaporation 
from the skin is checked, tissue change and 
appetite are diminished, and the victim feels 
great disinclination to bodily and mental exertion. 
The checking of the evaporation gives rise to undue 
retention of heat, w’hich in its turn excites the 
cutaneous vessels to further and ever wider 
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dilatation in the endeavour to maintain the heat 
equilibrium, until the vessels themselves and the 
general contractile functions become paralysed 
and inert. If such forces are in more or less 
constant operation, the cold influence, when it 
comes (as, in this climate, come it must) the skin 
is wholly unprepared for it, so that sudden and 
considerable loss of heat ensues, with possibly 
serious effects upon the organism. This is admit¬ 
tedly an extreme case, but the principles are the 
same, and they apply, though in a smaller degree, 
to the wearing of flannel no less than to the sup¬ 
posed wearing of mackintosh. Wearers of flannel 
underclothing always complain of the cold, and the 
thicker the garments they use the more acute their 
sufferings. In the light of what we have just seen 
this is scarcely to be wondered at. 

Now, if flannel under-garments are undesirable, 
and I hope I have succeeded in shaking the faith 
at any rate of some of you, what are we to recom¬ 
mend instead of them? The value of flannel 
consists, as we have seen, in the fact that it is a bad 
heat conductor, or to put it more plainly, a good 
heat retainer, and it possesses this quality in virtue 
of its air spaces. No other material has these 
natural air spaces, the fibres of silk, cotton and 
linen all being close. But that is no reason why, 
in the manufacture of under-garments from these 
fibres, air spaces should not be artificially pro¬ 
vided, so as to render a silk, cotton, and linen vest 
as efficient a heat retainer as one which is made of 
flannel. We have seen that these materials are 
very absorbent, so that, if they can also be made non¬ 
conducting, they will provide us with underwear 
which, while possessing ail the advantages of wool, 
is nevertheless wholly free from the grave draw¬ 
backs of the latter. Well, as most of you are 
aware, under-garments are now manufactured on 
these principles in these three materials, and I 
have no hesitation in saying that you may con¬ 
fidently recommend even the most delicate of your 
patients to discard their flannels and to substitute 
any of the under garments made from other fibres 
of which, through the courtesy of their manufac¬ 
turers, I have brought several specimens to show 
you. Most of the specimens have their prices 
attached, and you will find price lists of the various 
kinds of underwear on the table. You will notice 
that the prices of these goods, despite their 
excellent finish, are extremely moderate, especially 


in the case of the cotton goods. It is to be remem¬ 
bered, however, that cotton as a rule does not 
wear well. That is its one drawback. In the 
matter of warmth, when properly manufactured, 
cotton is the equal, even if it be not the superior, 
of wool. Which of us does not realise the value 
in this direction of “ cotton-wool,” which is merely 
cotton fibre so prepared as to imprison a great 
deal of air in its meshes ? Linen is much more 
absorbent and much more durable than cotton, 
but then it is much more expensive. It is very 
| agreeable to wear, and prepared as it is in the 
goods before you, it constitutes an ideal material 
I for vests and similar garments. Silk is also a 
good material, but then really good silk is so 
expensive as to be practically prohibitive. The 
cotton goods are within reach of the humblest 
purses. People sometimes say it is not safe to 
discard woollen clothing in winter. Next week, I 
hope to show you a patient whom I first saw 
last October. He had phthisis and was heavily 
swathed in flannel under-garments. I induced 
him to discard them all, and substitute one of 
these cotton vests and a cotton shirt. In six 
months he had gained a stone and six pounds, 
and felt as well as he had ever felt. I do not 
pretend that the whole of this improvement was 
due to his change of clothing, but of this I am 
certain, that such a degree of improvement would 
not have taken place unless I had insisted on a 
change in his underwear. 

I should be sorry, however, if you carried away 
the impression that I am a root and branch 
opponent of wool or flannel in the manufacture of 
clothing generally. • I am, on the contrary, con¬ 
vinced that it is one of the best, if not the very 
best, material for any garment which is not worn 
next to the skin. It is a good heat-retainer, it is 
eminently pliant and yielding, it is not heavy, 
and with care it washes well. These are no mean 
I advantages in a single material, and in my humble 
I judgment the flannel enthusiasts would do better 
to dwell upon these rather than to set up claims 
, for the material which cannot be sustained, and 
whose baselessness may easily start a reaction, in 
j which its real merits may become obscured. 

I feel that I ought not to leave this question of 
clothing without calling your very special attention 
to the deleterious effects which the present regime 
is exercising upon the rising generation. Children, 
especially those of the upper classes, are out¬ 
rageously over-clothed, and in addition to the bad 
| results which we have seen this practice to produce 


Digitized by 


Google 



192 The Clinical Journal.] 


DR. ERNEST JONES. 


[July 6,1904. 


in adults, it exercises in them a drag upon normal 
development. It is no uncommon thing to see a 
child who ought to be running about exercising 
his limbs in games, and his lungs in childish 
screams and laughter, walking sedately by his 
mother’s side, his neck swathed in mufflers, his 
legs encased in gaiters, and his trunk moist and 
constricted with a heavy, tightly-buttoned overcoat. 
How can we be surprised that such children are 
subject to colds, that their open mouths and vacant 
expressions proclaim them fit objects for the at¬ 
tention of the laryngologists, and that they eventually 
show signs of struma and tubercle ? The prevailing 
system of clothing children is responsible for more 
than half of the ailments of early life, and until the 
ignorant fear of chills and draughts is eradicated 
these ailments will continue to flourish. It is our 
duty to teach parents that their children are young 
animals first, and anything they can make of them 
afterwards, and to warn them that any disobedience 
to the laws of healthy animal existence in early life 
will surely be visited with the Nemesis of mental 
and moral impairment in later years. And the 
first step in this direction is to see that the clothes 
which children wear are light, porous, absorbent, 
and so constructed as not only to permit of free 
movement of all the muscles, but so as actually to 
invite such movement. A full measure of cold 
influence should always be allowed to reach the 
skins of young people. It keeps the skin’s con¬ 
tractile power in good working order and incites 
the children themselves to the muscular exercise 
upon which their proper development depends. 


A POINT IN THE TECHNIQUE OF 
WIDAL’S REACTION. 

By A. ERNEST JONES, M.D., B.S.Lond., 
M.R.C.P.Lond. 


This note refers simply to the question of obtain¬ 
ing the blood or serum from a patient for the 
purposes of applying the above reaction. For 
scientific investigations it is probably better to 
employ blood-bulbs for the collecting, then allow 
coagulation to occur, and use the serum twenty- 
four hours after. Clinically, however, this method 
has disadvantages for practitioners, being trouble¬ 
some and not easy of application, chiefly on account 
of the amount of blood required to yield the 
necessary serum. The reaction is, therefore, often 
done with one drop of blood stirred in a watch- 
glass together with the requisite number of drops 
of typhoid broth, a drop being defined as the 
amount of liquid that a platinum loop will take up. 


It seems to me, however, that the following method 
combines the advantages of both of the foregoing, 
being sufficiently accurate, very easy, and simple 
of application. The materials required are: a 
Zeiss (white) counter, as supplied in the Thoma- 
Zeiss haemocytometer, a pipette graduated in 
c.c., Nabarro’s screw compressor,* as made bv 
Hawksley, a broth culture of typhoid bacilli, a 
microscope having a -J- objective, a few hollowed 
slides and watch glasses, and a small bottle of 
distilled water. After cleansing the skin with 
1 spirit, one smartly stabs it with half a new steel 
I pen, and takes up one cubic millimetre of blood 
into the Zeiss counting pipette. This is filled with 
distilled water, so that the blood is diluted ten 
times. The contents of the pipette are then blown 
out into a watch-glass, and aspirated into the second 
graduated pipette by means of the screw com¬ 
pressing teat, until the mark 10 cm. is reached. 
An equal quantity of filtered typhoid broth is 
similarly aspirated ; and one can first let in a small 
air-bubble by unscrewing the compressor, so as to 
secure more accurate measurement. The whole is 
now expelled into a fresh watch-glass, and a hang¬ 
ing drop preparation made in the usual manner. 
The dilution of this mixture is, clearly, 1 : 20, and 
to obtain a greater dilution, say to 1 : 40 or 1 : 100, 

| one has only to reaspirate 10 cm. of the mixture 
I followed by the requisite quantity of typhoid broth. 

| If the subculture of typhoid bacilli be made over- 
I night, the whole process can be done straight away, 
and a report given within an hour of taking the 
blood. By using Nabarro’s rubber compressor all 
mouth aspiration of typhoid broth is of course 
obviated. An incidental advantage of using fresh 
blood rather than serum is that the bacilli can be 
more readily focussed, in that one can use the 
blood corpuscles as a guide. If water be used in 
the original dilution the debris of the corpuscles 
serve this purpose, there being no practical risk of 
mistaking such debris for clumping bacilli. Water 
is preferable as a diluent in that it lakes the blood, 
and so gets rid of the majority of the corpuscles 
1 which would otherwise fill much of the field, but 
| the indifferent blood diluents, such as Grabers (not 
1 Pacini’s or Hayem’s on account of the mercury 
| they contain), or even normal saline solution may 
| be similarly employed. 


I * D. Nabarro, 'Journal of Physiology,’ vol. xxvi, 1901. 
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SOME SPECIAL FEATURES OF 
DISEASES OF THE COLON. 

Being the Bolingbroke Lecture delivered before the South- 
West London Medical Society, 

By W. H. ALLCHIN, M.D., F.R.C.P., 

Senior Physician to the Westminster Hospital. 

Mr. President and Gentlemen, — I can assure 
you I rate very highly the compliment you have 
paid me in asking me to deliver this the third 
Bolingbroke Lecture, and I trust that the manner in 
which I may acquit myself maybe such as to justify 
your selection. 

I have thought that I might occupy your atten¬ 
tion, if not with profit at least with some interest, by 
a consideration of the more characteristic features 
which pertain to diseases of the colon. And I 
have thus chosen since the affections of this viscus 
are of sufficient frequency of occurrence to allow 
me to draw for illustrations of my subject upon 
conditions which are more or less familiar to you ; 
and also because within the past few years we have 
come to possess more precise knowledge of the 
various clinical and pathological states met with in 
this part of the alimentary canal, among which it 
must be admitted no little confusion has existed, 
and towards a full knowledge of which much still 
1 remains to be done. 

To render more coherent what I propose to say, 
it may be well to devote a few minutes to the 
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consideration of the colon in its morphological and 


its functional aspects. That portion of the intestinal 
tube intervening between the termination of the 
ileum and rectum is about five feet in length in the 
human adult, and extends from the right iliac fossa 
upwards to the right lobe of the liver, thence trans¬ 
versely across the 'abdomen below the stomach 
towards the spleen, from which situation it descends 
to the left iliac fossa and forming a sigmoid 
curve passes over the brim of the pelvis to termi¬ 


nate in the rectum. In the greater part of its 


Digitized by y 


■oogi 




194 The Clinical Journal. ] 


DR. ALLCHIN. 


[July 13,1904. 


course it is in contact with the abdominal wall 
either in the flanks or in the umbilical region, but 
the hepatic, splenic and sigmoid flexures are more 
deeply seated and the two first do not reach the 
parietes. The transverse colon and the sigmoid 
loop, each possessing a long meso-colon, are more 
or less movable though much less so than the 
jejunum and ileum unless the mesentery be excep¬ 
tionally long, whilst the remainder of the large in¬ 
testine is usually fixed by peritoneal attachments to 
the abdominal wall. “The primitive intestine is 
at first quite short and straight, with a wide aperture 
into the yolk sac, but gradually lengthens as 
the communication with the yolk sac becomes 
more contracted and develops a long U-shaped loop 
opposite the attachment of the vitelline duct. The 
large intestine is not at first marked off from the 
small by any difference in calibre. Its commence¬ 
ment is distinguishable about the sixth week in the 
human embryo by the appearance of the caecum 
which gradually grows out, forming at first a lateral 
protrusion of uniform calibre on the U-shaped loop 
a little beyond the vitelline duct, but subsequently 
remaining narrow at its blind extremity to form the 
vermiform appendix, while the remainder of the 
caecum and colon increase in size.” (Quain’s 
‘Anatomy,’ 1890.) The rectum, sigmoid and 
descending colon are thus formed from the 
primitive hind-gut, the transverse and ascending 
colon from the posterior limb of the U-shaped 
tube of the hind-gut, and the caecum and appendix 
from the diverticulum or protrusion on the 
U-shaped tube, the last mentioned being therefore 
the latest in appearance. 

A glance at the condition of the intestinal canal 
in vertebrate animals generally shows that though 
this structure is of very general occurrence it is by 
no means universal, for in some at least of the 
fishes no separation into small and large gut is 
appreciable by difference in calibre or by any csecal 
protrusion. On the other hand the colon with its 
caecum, or even as in many birds its two caeca, may 
attain an enormous development, and of a capacity 
far exceeding the rest of the alimentary canal. 
Speaking generally this maximum condition is 
associated with vegetable feeding, for not only do 
we find in the flesh eaters the gastro intestinal 
tube relatively shorter, but in those animals, as 
batrachians, which undergo a part of their develop¬ 
mental metamorphosis in a free living state, the 


intestine is relatively much longer in the tadpole 
stage when the diet is vegetarian than it is in the 
fully formed frog when the food chiefly consists of 
animal matter. Between the capacious caecum of 
the herbivorous animals and the simpler form 
which obtains in the carnivora may be placed that 
1 of the omnivorous human. This relation of the 
| organ to the character of the food is not the only 
1 relation to be observed, for, as the late Professor 
1 Owen pointed out, this condition is not universal, 
since there are not a few vegetable feeders pos¬ 
sessed of a large intestine and caecum of but very 
moderate size. “ The dormouse and other hyber- 
nating rodents are far from being the sole excep¬ 
tions to the presence of a proportionally large 
caecum in herbivorous quadrupeds; such recep¬ 
tacle is only found in those species in which, 
through the necessity of a correlation with other 
circumstances than that of the nature of the food, 
the stomach retains the simple form and moderate 
size of that of the carnivorous and omnivorous 
mammals. Comparative anatomy demonstrates 
that neither a complex stomach nor a large caecum 
is essential to the digestion of vegetable food, but 
it teaches that a capacious and complex alimentary 
canal, as a whole, is related to that purpose, at 
j least in the mammalia. Either a highly-developed 
' and concentrated glandular apparatus must be 
added to the stomach, as in the dormouse wombat 
and beaver; or the stomach must be amplified 
subdivided or sacculated, as in the ruminants and 
herbivorous marsupials; or both complexities must 
be combined, as in the sloths dugongs and mana¬ 
tees ; or if a simple condition of stomach is re- 
| tained, it must be compensated by a large saccu- 
I lated colon and caecum, as in the horse hare and 
some other rodents.”* (Owen, ‘Anatomy of 
Vertebrates,’ vol. iii, p. 477. 1868.) 

Turning now to the functions of this section of the 
canal, it would appear pretty certain that whatever 
uses it may have in the digestion of cellulose in 
those vegetable feeders in which it is largely deve¬ 
loped, it is of little functional importance in man, 
and probably even less in the carnivora. The 
! minute structure of the human colon gives but 
little evidence of the possession of any elaborate 
capabilities. It is true that the mucosa is beset 

* The late Professor Flower pointed out that the cjecum 
appears to undergo development in inverse ratio to that of 
1 the stomach. 
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with numerous glandular follicles, but their epi- 1 
thelial lining betokens the power of secreting a j 
mucus useful for lubricating the surface, rather than | 
of any specifically active secretion comparable to j 
that of the stomach or even of the small intestine. 
Moreover, we know that normally the mucous secre- | 
tion is more abundant in the lower part of the j 
large bowel even than it is in the commencement. 1 
There has been no reliable evidence of any true | 
digestion taking place in the large intestine in man, j 
though in the still simpler colon of the dog there j 
have been found some indications of proteid diges- j 
tion occurring,* the digestion that is to say of that 
, food stuff which normally constitutes the bulk of j 
j the animal’s food. It is, however, quite likely 
J that in the putrefactive decompositions of the con- | 
j tents of this part of the bowel certain substances 1 
; which have escaped the true digestive changes I 
| higher up in the canal may be so altered as to be I 
rendered soluble and diffusible, which constitutes 
; digestion in its proper sense. 

Of the exact use of the lymphoid follicles (soli¬ 
tary glands) and diffuse lymphoid tissue which are 
found in the mucosa and sub-mucosa, and their 
influence on the digestive^ process il any, we know 
as little as we do of the same structures in the 
small intestine and stomach; although there is 
some reason to believe that the leucocytic elements 
of this tissue take part in absorption, particularly 
of fats. 

Nor does the arrangement of the mucous mem¬ 
brane and its vessels both blood and lymphatic 
conform to the elaborate disposition found in the 
small intestine, furnishing as that does with its | 
countless villi an extensive surface for the absorp¬ 
tion of the digested material. No villi are to be 
j seen in the colon, and such extensions of surface as 
j are provided by the sacculation are rather, it is to 
, be presumed, for offering some arrest to the pas- 
j sage of the contents, than for absorption purposes. I 
That an absorption of the watery parts of the | 
material that passes through the ileo-caical valve 
takes place as the fiscal residue is propelled along 
the colon is certain, but the value of this is rather 
to be found in the increased consistency of the 
faeces and their easier and more convenient re¬ 
tention than in any particular nutritive gain. 

In speaking thus of the absorptive power of 

* Prof. V. Harley, ‘ Proc. Royal Sue.,' 1898. j 


the large intestine, I refer of course to the con¬ 
ditions that obtain in normal circumstances, when 
but little nutritive material remains in the bowel 
contents by the time they have passed out of 
the ileum. Daily experience teaches that life 
may be maintained for a considerable time on 
food that is administered by the rectum, and 
that absorption must necessarily therefore take 
place. There is experimental evidence to show 
that peptones, somatose, raw beef-juice, egg 
albumen especially if chloride of sodiu m be 
added, sugars and even raw starch as welT as 
alcohol are well absorbed, though fats are scarcely 
at all. It is not easy to explain how some of 
these substances which clearly require digestive 
treatment to fit them for absorption undergo the 
necessary preparation, since no digestive ferments 
are secreted in the colon. A reversed peristalsis 
sufficient to carry these substances back through 
the lleo-csecal valve, certainly can take place, but 
how completely or constantly this happens is not 
known. The efficiency however of this method 
of alimentation is considerably less than that by 
the natural method, and can only be continued for 
a limited time. 

Incidentally it may be remarked that the peris¬ 
taltic power of the colon w r ith its greater fixity and 
calibre is far inferior to that of the small intestine, 
as seen in the time occupied by the passage of 
the bowel contents, being twice as long in the 
large as in the small gut, though but a fourth of 
the space has to be traversed. 

It is as a receptacle for the accumulation of the 
fiecal residue, pending its convenient discharge, 
that the colon finds its chief use; corresponding 
therein to the urinary bladder in relation to the 
renal secretion. And some connection has been 
traced between the capacity of the colon and the 
habits of animals in respect to the voiding of its 
contents. 

We have therefore in dealing with the colon to 
recognise that it is an organ which from its 
morphological aspect is, as regards at least its 
caeca! and appendicular portion, distinctly rudimen¬ 
tary or degenerate, and from its functional aspect 
almost if not quite useless. That this last state¬ 
ment is no exaggeration is proved by the fact that 
numerous individuals have continued a perfectly 
satisfactory existence when the greater part of or 
even the entire colon has been removed, or thrown 
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out of circuit by the establishment of union 
between the ileum and rectum. The operation 
has been performed in this country by Sir Frederick 
Treves, # and more frequently by Mr. Arbuthnot 
Lane.f 

Proceeding to consider the general character¬ 
istics of disease as it occurs in the large bowel, we 
soon realise the truth of the general principle long 
ago pointed out by Darwin that rudimentary organs 
and those that have degraded from a higher degree 
of development in ancestral forms of life “ display 
a congenital lack of resistance.The vermiform 
appendix particularly conforms to these characters, 
for it represents an abortive state of what is a more 
completely developed structure in such animals as 
the rabbit and some marsupials in which the ter¬ 
minal part of the large caecum corresponding to the 
appendix is “ richly furnished with lymphoid tissue 
and is active in the digestion of vegetable matter.” 
Vet there is probably no part of the entire canal so 
prone to inflammation as the appendix, and none 
in which the extension of inflammatory processes 
from the mucous surface outwards to the peritoneum 
is so likely to occur. 

Dr. Woods Hutchinson, in his extremely interest¬ 
ing “Studies in Human and Comparative Pathology ” 
(1901), points out that in respect to diseases of the 
intestine though u the relation between history and 
morbid tendencies is less obvious ” than in certain 
other organs of the body, “there seems to be 
some sort of connection between the direction 
taken by the ancestral tendency of change and the 
form of disturbance to which this part of the canal 
is most liable.” Thus may be accounted for the 
twists and knots as well as the intussusception to 
which the small intestine is liable. “ Nor has the 
power of lengthening its absorptive surface in res¬ 
ponse to food demands ceased at birth in the human 
species. The ingenious researches of Marfan 
(‘Revue Nouvelle des Maladies del’Enfance/ 1895) 
upon the bodies of rickety children have shown that 
their well-known ‘ pot belly 7 is chiefly due to a 
marked lengthening of the entire intestine, which, 
instead of being the normal length, six times that 
of the body, reached eight, nine, and even ten 


* ‘ Lancet/ 1898, vol. i, p. 276. 
f Clinical Journal, January 20th, 1904. 
t ‘The Nature of Man,’ by Elian Metschnikoff; 'The 
Descent of Man/ by Charles Darwin. 


times this length. An almost identical state of 
affairs was found in dyspeptic children, and as 
Marfan acutely suggests, it is probable that a similar 
elongation underlies many cases of enteroptosis in 
adults.” Whilst throughout almost the entire 
alimentary canal “ the relations between function 
and structure are tolerably direct, and point in a 
fairly uniform manner in the direction of the prin¬ 
cipal disease tendencies,” an exception has to be 
made in the case of the vermiform appendix, the 
functions of which it is hard to conceive. The 
great liability hoVvever to disease exhibited by this 
structure finds an explanation when its comparative 
and ancestral status is considered. “ At the earliest 
appearance of the caecum during fcetal life, we find 
it to be a well-developed tubular prolongation 
from the gut of nearly four times its relative length 
in the adult. As growth proceeds, however, this 
relation rapidly changes. The distal two thirds of 
the diverticulum is arrested in its development, and 
even atrophies somewhat, and at about the sixth 
month has become reduced ” to a considerable ex¬ 
tent. Moreover, this atrophy continues after birth 
to the extent that before 35 years of age the canal 
of the process is partially or totally closed in 25 
per cent, of cases examined, and by 45 years 
of age, occlusion is to be met with in 50 per 
cent. “ And these age changes closely correspond 
with the age liability to appendicitis and its rapid 
diminution after 40 years of age. The conclusion 
is almost irresistible that we have in the human 
appendix a structure which is not only ancestrally r 
degenerate, but is also actually undergoing further ; 
atrophy during the lifetime of the individual both , 
before and after birth; and we should expect, ^ 
therefore, upon morphological grounds, to find it a I 
point of least resistance in the food tube and a 
frequent starting point of inflammatory disturbances ^ 
of every description. This view of the ancestral 
nature of appendicitis appears to be sustained by 
such data as can be gathered from comparative 
medicine. In those classes where the aecum is 
still well developed and comparatively functional 
it appears to be nearly free from disease, except 
in the horse, in which its huge functional over¬ 
development has proved a source of danger from 
acute distensions. The carnivora are almost 
exempt from inflammations of this region, on 
account of the completeness with which they 
have succeeded in getting rid of the troublesome 
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pouch. In short, man is the only animal that 
seems to suffer from appendicitis.” 

Next to the stomach, in the entire length of the 
digestive tract, the large intestine is the most 
frequent seat of malignant growths, and the 
liability of vestigial structures to invasion of 
this kind is well known. 

The reservoir function which the colon possesses, 
together with the relatively small peristaltic power 
which characterises this part of the canal, deter¬ 
mine a whole series of disorders connected with 
constipation. Some of them, such as headache 
and cutaneous eruptions, may be attributed to the 
absorption of toxic bodies from the decomposing 
faeces, as others would seem to depend on vascular 
irregularities or reflex irritation from the loaded 
bowel. Not without good reason have the caecum 
and colon been called “ the cesspool of the gastro¬ 
intestinal tract.” Special attention has been 
directed by Mr. Arbuthnot Lane to a serious con¬ 
dition which depends upon the liability that exists 
to faecal accumulation in the caecum and ascending 
colon, and that is the establishment of peritoneal 
adhesions between this section of the bowel and 
the adjacent abdominal wall, which tend to pro¬ 
duce a greater fixity of the intestine, and hence 
further interference with peristalsis. “These ad¬ 
hesions are advantageous in that they pin down the 
ascending colon and caecum, and oppose its down¬ 
ward and inward displacement when loaded up 
with faecal contents. These, acting upon the 
hepatic flexure, exert such a strain when the caecum 
is loaded in the erect posture as to produce a kink 
or a practical obstruction in this situation, offering 
a very serious temporary obstacle to the passage of 
material through the flexure.”* Mr. Lane goes 
further, and attributes many abnormalities in the 
position of the appendix, with consequent twisting 
and inflammation, to the presence of these adhe¬ 
sions which have originally been determined by 
constipation. Similar adhesions, too, have been 
described as being developed between “the oppo¬ 
sing surfaces of the dilated transverse colon and 
the empty descending colon, which are brought 
into contact by the shortening up of the mesentery 
and the distension of the transverse colon.” Also 
adhesions may be found between the meso-sig- 
moid and the peritoneum lining the iliac fossa, 


* Clinical Journal, loc. cit. 


which result in shortening up and rendering this 
part of the bowel as straight as possible, with dis¬ 
tinct advantage to the emptying of its contents—a 
contrast to the impediment these inflammatory 
results lead to elsewhere. It must be admitted 
that this view of the relatiohship of constipation to 
adhesion-formation is very plausible, though I am 
not sure how far post-mortem examination con¬ 
firms its existence. As bearing on the causation 
of constipation may be mentioned also those ab¬ 
normally long meso colons and meso-sigmoids 
which permit a proptosis of portions of the canal 
and a sagging of the bowel when loaded, or even 
a volvulus of the sigmoid, conditions which seri¬ 
ously increase the faecal obstruction. Thus the 
anatomical disposition of the viscus and its chief 
functional purpose alike favour the establishment 
of constipation and consequent disease. “ In the 
legacy acquired by man from his animal ancestors,” 
says Metschnikoff (loc. cit.), “there occur not only 
rudimentary organs that are useless or harmful, 
but fully developed organs equally useless. The 
large intestine must be regarded as one of the 
organs preserved by man and yet harmful to his 
health and to his life. The large intestine is the 
reservoir of the waste of the digestive processes, 
and this waste stagnates long enough to putrefy. 
The products of putrefaction are harmful.” With 
out a colon, it might be added, there would be 
little or no dysenteric and other ulcerations or 
malignant growths, conditions which are respon¬ 
sible for no little suffering and death—all occurring 
in an organ without which life can be quite satis¬ 
factorily maintained. “ It is not surprising to find,” 
continues the same writer, “ so many instances of 
useless or harmful organs in the alimentary tract. 
Our ancestors were creatures that fed on crude and 
rough materials, such as wild plants and unpre¬ 
pared flesh. Man has learned to cultivate plants 
that are digested easily, and to prepare his meats' 
in such a fashion as to be readily digested. The 1 
organs that were adapted to the mode of life of the 
animal predecessors of man have become to a large/ 
extent superfluous. Many creatures that have! 
found the opportunity of obtaining their nutri-! 
ment in a highly digestible condition have lost,^ 
more or less completely, the digestive organs. 
Many parasites are instances of this, as, for example, 
the tape-worms, which live in the human digestive 
tract, bathed bpa nutritive fluid which they absorb 
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, directly ; they have lost their digestive tract com- 

I pletely. In the case of man such an evolution has 

not occurred, and there remains in the body a 
harmful organ like the large intestine. In conse¬ 
quence it is impossible for him to take his nutriment 
in the most perfect fonff. If he were only to eat 
substances that could be almost completely ab¬ 
sorbed the large intestine would be unable to % 
empty itself, and serious complications would be 
produced. A satisfactory system of diet has to j 
make allowance for this, and, in consequence of the 1 
J structure of the alimentary canal, has to include in 
the food bulky and indigestible materials such as 
vegetables.” 

It is only within quite recent years that anything 
like an orderly conception of the numerous 
affections of the colon has been possible, regarding j 
them from the point of view of their morbid 
anatomy, and even now there are not a few points 
left uncertain for want of more precise information. 

A good deal of difficulty has surrounded this 
subject from the inaccurate and often contra¬ 
dictory terminology that has been employed in 
the description of the various diseased states. This 
is perhaps unavoidable in the course of acquiring 
a knowledge of the several maladies, when there 
was little certain to depend on, and the whole 
question was in the region of conjecture. Now 
however that some definite facts have been ascer¬ 
tained, and their relationship to clinical phenomena 
recognised, it is to be hoped a more uniform and 
consistent phraseology will be adopted. 

To enumerate the structural departures from the 
normal met with in the large intestine, there are— 

Vascular changes , chiefly in the nature of 
mechanical congestion, in which as a rule the 
whole gastro-intestinal canal shares as a con¬ 
sequence of portal obstruction, however this may 
be brought about. In these there is nothing 
peculiar. Nor need infarction of the mesenteric ! 
vessels from embolism or thrombus detain us. 

Inflammatory changes ,—As with mucous mem¬ 
branes elsewhere, that of the colon under circum¬ 
stances of irritation presents the usual appearances 
of a simple catarrh associated with a mucous 
discharge. Often only slight or simple and of 
short duration, it may assume a more marked and 
chronic character when it occurs in association 
with Bright’s disease as is far from uncommon, or 
with other profound disturbances such as septi- 


i caemia, or more rarely acute pneumonia. A still 
more serious form of inflammation is that 
characterised by the formation of necrotic mem¬ 
branes, oh and in the thickness of the mucosa 
from which they are inseparable without lesion. 
Such a truly “membranous colitis” may occasionally 
be seen in the course of diphtheria, and somewhat 
more commonly as the result of wounds or stran¬ 
gulation of the intestine, of mercurial poisoning, 
or in association with Bright’s disease, pneumonia, * 
diabetes or cancer, with some of which a simpler 
form of colitis may, as has been said, develop. In 
these varieties of inflammation, differing as they 
do in their severity of type either from the nature 
of the exciting cause, the vulnerability of the 
individual or from both, there is nothing remark¬ 
able, nothing that is peculiar and special to this 
mucous membrane, and a phlegmonous or sup¬ 
purative inflammation as is met with sometimes in 
the stomach and in other mucous and sub-mucous 
layers is in the colon practically unknown. But 
on the other hand there is an affection of the large 
intestine distinguished among other features by 
the passage of large quantities of mucus of varying 
appearance, and that from this fact is by many 
persons regarded as catarrhal (inflammatory), which 
is almost if not quite unique in character whether 
it be looked at from the anatomical or from 
the clinical aspect. I refer of course to that j 
many-named affection known as “ mucous colitis,” f 
“ membranous colitis,” “muco-membranous colitis/’ 

“ mucous colic,” etc., etc. I really think I do J 
not exaggerate in saying that this is one of the 
most remarkable ills to which flesh is heir. 
Appearing oftenest in young and middle-aged 
women, it in a large number of cases renders 
their lives miserable from the suffering and dis¬ 
comfort it gives rise to, though seldom directly 
responsible for a fatal termination. Characterised 
by attacks of colicky pain of variable intensity 
generally diffused over the abdomen, but often 
best marked along the course of the colon, which 
| is also usually indicated by tenderness to pressure, 
it sometimes bears a distinct relation to the taking 
of food, and what appears to be a gastric pain ( 
is a frequent feature of the complaint. Very 
commonly, though by no means invariably, the 
attack of pain is closely connected with the pas¬ 
sage of a quantity of mucus which is perhaps the 
most distinctive feature of the disease, but the \ 
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pain may occur without at the time any mucus 
evacuation, as this may take place independently 
of the pain. An obstinate constipation is the 
third most constant symptom. Concerning the 
mucus this may be voided in quantities of 
nearly a teacupful more or less completely free 
from fjecal matter, or as membranous shreds of 
all sizes up to complete casts of a portion of 
the gut, often as long whitish cords which are 
similar membranous exfoliations that have been 
twisted up in their passage along the spasmodi¬ 
cally contracted bowel, and are often looked 
upon by the patient as worms. In a greater or 
less degree of severity the malady is not uncommon, 
less so indeed than is usually supposed. Once 
established it lasts for years, not tending of 
itself to cure. If now this condition be investi¬ 
gated in respect to its underlying structural 
abnormality singularly little is to be found. 
Seldom fatal, the opportunities for observing the 
post-mortem appearances have been few, but 
there is sufficient evidence from several observers 
of the highest reputation (Nothnagel, Leube, 
Hemmeter, Osier, Van Noorden, and others) 
who have been fortunate enough to examine 
these membranes in situ , to show that the under¬ 
lying mucosa is often quite unaffected. In severe 
cases it is true indications of a mild inflammation 
have been found, but in these it would seem that 
masses of clear mucus rather than membranes or 
shreds or cords have been passed, and these have 
not always been associated with the characteristic 
colic; rather are these to be regarded as cases of 
simple catarrhal colitis with excessive mucus 
formation, the latter condition, by the way, some¬ 
times occurring in the course of those cases when 
the mucus assumes the membranous or cord-like 
appearance. I need scarcely remind you that 
these membranes, so-called, and cords have been 
shown to consist of inspissated mucus, structureless 
and often including in their thickness particles of 
undigested food or faeces, epithelial cells, micro¬ 
organisms, with crystals of phosphates and choles- 
terine, and are not of the nature of fibrinous 
exudations involving necrosed tissue elements. 
Now, although casts of the oesophagus, of the 
stomach, of the uterus and even of the bladder are 
not unknown, their structure and composition, and 
what is more important their relation to the 
subjacent mucous membrane is very different to 
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that which obtains in respect to the exfoliations 
now under consideration. Moreover in these 
other organs the voided “ membranes ” rarely occur 
more than once whilst in this colon affection the j 
voidance is continued for months and years and in / 
enormous quantities. Briefly I know of no other ■ 
mucous membrane in the body which in this res¬ 
pect can compare to the mucosa of the colon. 
Even the casts of the bronchial mucous membrane 
produced in that rare disease known as plastic 
bronchitis, though consisting chiefly of mucine, 
differ considerably from the mucous casts found in t 
mucous colitis, as the maladies themselves differ in l 
their general clinical characters. From what I V 
have said as to the post-mortem appearances in 
this condition it will be apparent that it is at 
least very doubtful whether it is to be regarded 
as of an inflammatory nature, and there are two 
distinct schools of opinion on the subject, the 
one regarding the excessive production of mucus, 
whatever form it takes, as a necessary expression 
of inflammation ; the other, and with them I am 
more disposed to agree, considering the malady * 
to be essentially a neurosis in which the motility of l 
the bowel is perverted as shown by the con-/ 
stipation and colic, and a hypersecretion of mucus! 
comparable to the hyperchlorhydria occurring in the 
stomach. But be that as it may the clinical 
characters of the affection are such as to my mind 
make it almost unique. 

In regard to its causation and in a measure con¬ 
firmatory of its essentially nervous nature is the fact 
that the sufferers from the malady are almost invari- f 
ably of a strongly marked neurotic habit, which in 
turn becomes intensified by the suffering and inva¬ 
lidism which the patient experiences—a point to 
which I shall refer again presently. I have also 
noticed more than once that the disease has super¬ 
vened upon a dyspepsia of gastric or upper intestinal 
origin with hyper-acidity which has lasted for some » 
years and was of distinctly “ nervous ” causation ; 
this condition possibly improving as the lower in¬ 
testine takes up the morbid role. A previous 
history of constipation may also be obtained, but 
the few cases of mucous colitis met within contrast 
to the frequency—I had almost said invariable 
occurrence in women—of constipation, would 
suggest that the causal relation is not a close 
one ; unless, following the teaching of Van Noor¬ 
den, with which my own experience agrees, the con- 
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stipation is the needed exciting cause acting 
with a coexisting secretory neurosis. As a sym¬ 
ptom however of the malady when established con¬ 
stipation is^ii^vqriable. And another feature which, 
tlioiT^h^sometimes mentioned, deserves, I think, 
more attention than it receives, is the particular 
proneness for other mucous membranes to exhibit 
catarrhal manifestations; this is especially so with 
the uterine and vaginal, and also in some measure 
the oral, which I have frequently seen the seat of 
an herpetiform eruption in the course of the colon 
attacks. Yet another coincident is the not in¬ 
frequent appearance in the stools of patients suffer- ; 
ing from mucous colitis of the so-called “intestinal 
sand,” consisting of small concretions composed of 
carbonate and phosphate of lime, and coloured by 
urobilin. It is far from being constantly present 
in this disease, though probably oftencr than is 
suspected were it carefully looked for, and on the 
other hand the material has been found in patients ! 
—and these chiefly women of a neurotic habit— , 
suffering from other maladies, and in association 
with both diarrhoea and constipation. There is 
little doubt but that the sand is formed in the 
upper part of the colon, and that an excessive j 
mucus secretion of an alkaline reaction would favour 
its production, and although it may possibly be 
derived in part from food residues, even a milk 
diet would supply the necessary salts, it must be 
remembered that normally a considerable part of 
the calcium excreted daily is thrown off by the | 
intestinal mucosa.* This example of intestinal I 
excretion leads me to refer to the probable re¬ 
moval from the system of uric acid by the gastro¬ 
intestinal mucosa. It is affirmed that this may | 
take place in the caecum, into the fibrous tissues i 
of the bowel, or even on to the surface of the I 
mucous membrane, and if so it is not difficult to | 
understand that the excretion of such and allied 
substances may set up changes in the mucous j 
membrane, and mucous colitis may be thus pro- j 
duced. But be this as it may there is a strong 
feeling on the part of many observers to connect 
the malady with gout as one of its irregular expres¬ 
sions. The French writers on this malady, some¬ 
what in contrast to their German confreres , parti¬ 


cularly dwell on this relationship, and regard 
mucous colitis as one of the numerous manifesta¬ 
tions of “arthritism,” of which gout, rheumatism, i 
gravel, gall-stones, migraine are some of the others, i 
Some indeed recognising the neurotic substratum 
also existing, speak of the disease as “ neuro- 
arthritic.” With the first half of the term I am in 
full agreement, but as regards the arthritic con¬ 
nections of mucous colitis I am not convinced. 

It is possible after all that it is a question of terms, 
but assuming that there is taken to be underlying 
the several maladies included in the arthritic 
diathesis some perversion in the nitrogenous meta¬ 
bolism, of which uric acid is the best recognised 
expression, I have not had reason to recognise any 
such connection in the cases of mucous colitis 
that have fallen under my observation. That cer- . 
tain cases of alleged typhlitis, possibly induced by / 
an excretion of uric acid by the caecum, are cured 
by salicylate of soda does not appear to me strong 
evidence for regarding mucous colitis as of gouty 
origin, if by “gouty” we mean, as I have said, an 
error in nitrogenous metabolism that leads to accu¬ 
mulation of uric acid in the tissues. 

Before leaving the subject of mucous colitis it 
may not be out of place to remark that mucous 
colitis as well as intestinal lithiasis which, as I have 
pointed out, frequently accompanies it, have both 
been mistaken for appendicitis.* 

(To be concluded.') 

Hygiene of Textile Industries.— Vermersch 
draws a gloomy picture of the conditions that 
prevail in the woollen spinning mills in France. 
The workmen, engaged in spinning the wool have 
to work in a minimum temperature of 75 0 F., and 
it is generally ioo° or above. The air has to be 
saturated with moisture in order to conduct away 
the electricity generated in the wool by the friction. 

In order to maintain the conditions favourable to 
the working of the wool, there is an almost total 
lack of ventilation. In some of the workrooms 
he found 9*3 per cent, of carbonic acid gas per 
10,000, and 100,000 germs to the c.c. At the 
anti-tuberculosis dispensary at Lille 109 out of 519 
applicants were employed in this industry.— Journ. 

A. M\ A ., vol. xlii, No. 25. 


* See paper on “ Intestinal Sand,” by Sir D. Duckworth 
and Dr. A. E. Garrod, ' Royal Med.-Chir. Soc. Trans.,’ 
1902. 


* See “Some Forms of Pseudo-Appendicitis,” by Dr. 
Bottentuit, ‘ Lancet,’ April 23rd, 1904. 
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THE TREATMENT OF MALIGNANT 
DISEASE OF THE COLON. 

Delivered at the Polyclinic, 

By LEONARD A. BIDWELL, F.R.C.S., 
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Gentlemen,-— It would be impossible in the course 
of this lecture to do any justice to such a large 
subject as that of cancer of the large intestine. I 
shall therefore make a very few remarks on the 
pathology of the condition, but confine most of my 
lecture to diagnosis and treatment. 

Although nearly the whole of the cases of car¬ 
cinoma of the colon which I have seen have been ! 
cases of columnar carcinoma or cylindroma, yet 
there are two distinct types to be distinguished : j 
first, cases in which there is a considerable amount j 
of fresh tissue developed in the walls of the intes- j 
tine, and the new growth covers a considerable 
area of the gut, but in which little contraction of 
the lumen takes place; and secondly, cases in I 
which the amount of growth is small, but in ! 
which the amount of contraction of the lumen of I 
the gut is very considerable. | 

I need scarcely remind you that the most com- i 
mon seat for the origin of the disease is : (i) the 
sigmoid flexure ; (2) the caecum ; (3) the splenic 
flexure; and (4) the hepatic flexure; while in one of 
my cases it occurred in the middle of the trans¬ 
verse colon. There is one point of great practical 
importance in malignant disease of the large 
bowel, and that is the local nature of the disease 
for some considerable time. This is the more 
marked in the cases where the contraction is great. 
Of course secondary growths in the liver are sup- { 
posed to be common, but in my experience this | 
seldom occurs before the peritoneal coat has | 
become invaded with carcinoma, and is often j 
absent after the peritoneal coat and some neigh¬ 
bouring coils of gut have become infiltrated ; in 
fact, in most of the advanced cases which I have 
seen the growth has involved either neighbouring 
portions of intestines, the bladder, parietal 
peritoneum or abdominal wall. This too may , 
take place without the tumour becoming fixed at j 
its mesenteric attachment, and a tumour which has i 


already infiltrated several coils of intestine may 
still be fairly movable. The secondary infection 
of these growths is by means of the lymphatics, 
and this may explain the delay in the formation of 
secondary deposits in the liver; in practically 
every case a mass of enlarged glands will be found 
in the meso-colon, and these often infiltrate the 
peritoneal layer of the mesentery and cause dis¬ 
semination of growth over the peritoneal cavity, 
while the original growth remains localised to the 
intestinal wall. 

With these brief remarks I will pass on to the 
diagnosis of this disease. It is unfortunately 
rather difficult since the symptoms are vague at 
first, and when a patient is suffering only slight 
inconvenience it is difficult to make such a grave 
diagnosis as that of cancer. The symptoms will 
of course vary considerably with the position 
of the growth ; thus, in the case of a carcinoma at 
the lower part of the sigmoid the signs of obstruc¬ 
tion will be more prominent at an early stage, and 
pain will not be very acute; in the case of car¬ 
cinoma of the caecum the symptoms will be 
considerably modified on account of the fluid 
nature of the intestinal contents. In such a case 
the obstructive symptoms will be delayed for a 
long time, and griping pain will be the chief com¬ 
plaint. The duration of the disease will also be 
longer, but when obstruction does occur it will be 
more acute, and is less likely to be relieved 
otherwise than by surgery. 

Examination Of the stools often affords valuable 
evidence in case of carcinoma, in some cases even 
a piece of growth has been passed per anum, and 
has led to a diagnosis of malignant disease even 
when no tumour could be detected. Such a case 
is recorded by Pollard in the * British Medical 
Journal,’ January 23rd, 1904. This, however, is 
exceptional, but when the stricture is situated at 
the lower end of the colon, the motion will often 
be found to be flattened and tape-like, or there 
will be great tendency to the formation of small 
scybala and these will alternate with diarrhoea, 
mucus will nearly always be found, and streaks of 
blood are often present; in a few cases the 
haemorrhage is profuse, in fact I have found a 
patient lying in a pool of blood. In cases of 
growths in the neighbourhood of the caecum, the 
motion will be as nearly as possible normal; it is 
fully formed, of a proper size and shape, and 
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mucus is seldom present. Altered blood may be 
present, but this is difficult to detect. Neither 
diarrhoea nor scybala are common. 

The early symptoms of carcinoma of the colon 
resemble those of chronic indigestion; flatulence 
being perhaps the most constant and marked 
symptom ; the pain is nearly always worse an hour 
or so after food, and is aggravated by solid food ; 
the pain is griping in character, and is often 
relieved after some gurgling noise has occurred. 
The bowels are usually constipated, and aperients 
are necessary ; these usually cause griping, but the 
action is quite satisfactory. When these symptoms 
have existed for some time, the patient will lose 
flesh owing principally to his fear of the pain pro¬ 
duced by taking solid food; the tongue will 
become foul, there will be loss of appetite, and 
very frequently vomiting at first only of stomach 
contents. At this stage there will probably be some 
amount of anaemia present, and this is a most im¬ 
portant factor in diagnosing malignant disease. 
Slight swelling of the abdomen is usually noticed, 
but the patient may not himself notice it, as the 
abdomen remains the same size in spite of the 
emaciation elsewhere; when the abdominal fat is 
absorbed it will be possible to see active peri¬ 
staltic waves in the coils of the small intestine. 
The coils of small intestine become greatly en¬ 
larged when the obstruction is situated in the 
beginning of the colon. The enlargement is not 
simply dilatation, but is accompanied by immense 
hypertrophy of the muscular coat, this being a 
compensatory hypertrophy which enables the 
intestinal contents to be squeezed through | 
the stricture for a very long time. In the ! 
diagnosis of these cases, very great assistance can 
often be obtained by the artificial distension of the I 
large intestine with air. A Higginson’s syringe is i 
introduced into the rectum, and air pumped in j 
till the large intestine is filled. If a stricture is | 
present the tympanitic note will cease at the stric- ; 
ture and the portion of the colon above the stricture | 
will be more or less collapsed. At the same time a j 
tumour may be felt, but this is not constant, and j 
often cannot be distinguished until quite a late ! 
stage of the disease. On the other hand, a tumour | 
of the colon may be mistaken for other conditions. 
In two cases under my notice tumours of the des- 


[ allowed to go on without surgical assistance till 
| there was extensive infiltration of the peritoneum 
I and other coils of intestine; the other fortunately 
sought further advice immediately after discovery 
of the tumour, and I was able to successfully 
remove a growth of the splenic flexure before other 
I parts were infected. Occasionally the opposite 
| mistake may occur, and a chronic inflammatory 
swelling connected with other parts and accom- 
I panied by some emaciation and slight obstructive 
j symptoms may lead one to the erroneous diagnosis 
of carcinoma. This has occurred to me in two 
| cases of inflammation of the tail of the pancreas, 
where marked symptoms of obstruction were 
present, the distended coils of small intestine 
being distinctly visible, and the patients were 
emaciated. In both cases a tumour in the epi- 
j gastrium just above and to the left of the um¬ 
bilicus was discovered and operation performed. 

! In one case a large inflammatory mass invading 
the pancreas and transverse colon was found and 
disappeared after exploration; in the other case a 
similar mass was found, but the adhesions were 
torn through and some ounces of pus evacuated 
giving relief to the symptoms. 

In some cases again a tumour connected with 
the transverse colon may resemble carcinoma of 
the stomach, the dyspeptic symptoms, flatulence 
I and vomiting lending support to such an error. 

In fact, in one of my cases the patient was sent up 
| to me with a tumour situated just above the um¬ 
bilicus and suffering from vomiting, I advised 
operation, which was refused, and the patient came 
up again some months after with a fiecal fistula, 
having had an attack of acute obstruction and 
rupture of the gut behind the growth. The growth 
was then successfully removed. 

Little need be said about the symptoms of car¬ 
cinoma when the obstruction becomes acute, the 
tumour is seldom evident, but the disposition of 
the abdominal distension may afford some clue to 
the position of the obstruction ; thus, in cases of 
obstruction of the lower part of the sigmoid the 
whole of the colon will be greatly distended and 
will stand out prominently. In cases of obstruction 
at the splenic flexure, the tympanitic area will stop 
in the left hypochondriac region, and the left in¬ 
guinal region will not be distended. In the case 


cending and ascending colon were mistaken for 
renal tumours in the early stages, and one case was 


of obstruction at the caecum the main distension 
will be in the umbilical and hypogastric regions. 
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The vomiting also differs according to the seat 
of the obstruction, when this is situated low 
down the vomiting is not so urgent, and fecal 
vomiting only occurs at the termination of the 
case, and when once it has set in, death occurs 
quickly if no operation is performed. In ob¬ 
struction of the caecum, on the other hand, the 
patient may have a severe attack of fecal vomit¬ 
ing, bringing up a bucketful of feces, and 
then all urgent symptoms may subside for a few 
days and the patient be able to take food' again. 
Another profuse attack of fecal vomiting will then 
supervene and again give relief. I have seen two 
cases in which this condition persisted for some' 
weeks, and the intestinal tract seemed to have 
accustomed itself to having to eject its waste pro¬ 
ducts by the same route by which it received its 
nourishment. 

One other point in the diagnosis of the position 
of the obstruction may be afforded by the use of 
enemata. In cases of obstruction low down, the 
use of an enema may relieve the obstruction, but 
in cases of obstruction in the first part of the colon 
enemata may produce an action of the bowels, but 
they will not cause any alleviation of the symptoms, 
the reason .being that the stricture of the lower 
bowel gets blocked by a solid particle when it is 
still of some calibre, while obstruction does not 
take place at the caecum (where the contents are 
liquid) until the lumen of the gut is practically 
obliterated. 

Treatment .—There can be no difference of 
opinion as to the necessity for operative inter¬ 
ference in cases where acute obstruction has 
occurred, and I will refer later to the details of 
the best methods to be employed. It is however 
in early cases of carcinoma that I wish to urge the 1 
advisability of exploratory operation ; I know too ' 
well the difficulties of diagnosis, and the slender j 
evidence upon which it often rests, but at the same 
time I am convinced of the imperative necessity of | 
operating before the growth has contracted ad- | 
hesions, and this can only be done if an operation 
be undertaken before the symptoms are absolutely I 
decisive. Fortunately, an exploratory operation in 
these days is devoid of risk, and so there need be 
no hesitation in suggesting it to any patient, over 1 
middle age, who suffers from chronic dyspepsia 
and flatulence, accompanied by griping pains and 
irregularity of bowels. When in addition mucus 


and blood are passed in the stools, an operation 
should be urged. 

Of course when a tumour can be detected, 
the diagnosis usually is easier. 

With regard to the nature of the operation, in 
the first place I should like to protest emphati¬ 
cally against the formation of an artificial anus ex¬ 
cept as a temporary measure. I have often 
witnessed the distressing condition of a patient 
after an artificial anus in the beginning of the colon, 
and I am inclined to think that death must be 
preferable to such a condition. The ideal opera¬ 
tion of course is the removal of the growth, com¬ 
bined with an intestinal anastomosis; this is 
possible in the case of any growth which is not too 
firmly adherent to neighbouring parts. I have 
myself excised a growth of the transverse colon to 
which was adherent a coil of ileum and the bladder, 
and portions of both of these viscera had to be 
removed, and Pollard mentions a case where he 
had to excise a kidney which was infiltrated by a 
growth of the descending colon. Granted that 
the growth is sufficiently free to be removed, the 
simplest method no doubt is to remove it, and to 
unite the cut ends by an end-to-end anastomosis. 
There are however considerable objections to this 
procedure, since, except in the case of the sigmoid 
and the transverse colon, so much of the walls 
of the colon are uncovered by peritoneum, and 
moreover in the sigmoid, and often in the trans¬ 
verse colon, the intestinal contents are solid, so that 
there is a great strain on the stitches. These con¬ 
ditions have led me to abandon the end-to-end 
anastomosis after excision of the growth, and I 
prefer to re-establish the intestinal channel by 
means of a lateral anastomosis between the ileum 
and the colon. At first I was in favour of perform¬ 
ing a lateral anastomosis first, and removing the 
growth by a secondary operation, but my ex¬ 
perience with this method has not been fortunate, 
since in the two cases of carcinoma of the 
caecum in which I employed it the patients did 
very well after the ileo-colostomy, but on attempt¬ 
ing to remove the growth after an interval of four¬ 
teen days, the tumour was found to have contracted 
fresh adhesions, and the performance became 
much more difficult. In other cases so much 
relief was afforded by the ileo-colostomy that 
further operation was refused. I am therefore in¬ 
clined to advise that in every case the loop of gut 
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containing the tumour should first be removed I 
together with its meso-colon, and the incision \ 
through the gut should be at least an inch from the 
growth, the mesenteric vessels too should be 
divided some distance from the gut; the loop of 
gut containing the growth should then be brought f 
outside the abdominal incision, and after passing | 
a circular purse-string suture through the coats of j 
the bowel about an inch and a half above the ' 
growth, an incision should be made in the convex 
border of the gut half an inch below the suture, and 
a Paul’s tube slipped in and tied in position with 
the purse-string suture, which also has the effect of 
stopping all bleeding; the gut is then completely 
divided below the Paul’s tube, and the growth 
removed after clamping the end of the gut below 
the tumour. The cut end of the distal portion of 
the gut is then invaginated on itself and closed 
with two layers of sutures and dropped back into j 
the abdominal cavity. The proximal end of the 
gut with the Paul’s tube in situ is then stitched to 
the parietal peritoneum in the incision by three or 
four silk sutures. 

If the patient is in a sufficiently good condition 
after this stage of the operation to stand another I 
half hour anaesthetic, I immediately proceed to do 
a lateral anastomosis between the lower part of 
the ileum and the sigmoid. This is done by j 
placing the hand inside the abdomen and feeling ! 
for the caecum, and then tracing the ileum from ( 
it; a loop of small intestine is then brought out of | 
the wound, and a part is selected about eight or 
nine inches from the ileo-caecal valve, so that there j 
may be no dragging on the anastomosis ; this loop ' 
of ileum is united by its convex border to the j 
convex border of the sigmoid. In order to prevent 
any faeces passing into the caecum, the ileum may 
be divided between the anastomosis in the caecum 
and its ends invaginated. If the patient is suffering 
from shock after removal of the growth the anasto 
mosis may be deferred until a second operation, 
which should be performed about two or three weeks 
after the first. In a recent case, when I removed j 
a large growth of the splenic flexure in the way I ! 
have described, and I was searching for a loop of 
ileum to unite to the sigmoid, I discovered an 
ovarian cyst tightly jambed and adherent in the 
pelvis; this I had to remove before doing an j 
anastomosis; I therefore deferred the ileo-sigmoid- 
ostomy for about three weeks, when it was per¬ 


formed with a perfectly satisfactory result. There 
is another way of re-establishing the intestinal 
canal after removal of the growth, which I have 
employed in two or three cases. After removing 
the loop of bowel outside the abdomen, a Paul’s 
tube is stitched into each end of the gut below 
and above the growth, and the pieces of gut going 
to and coming from the artificial anus are united 
along their convex border by four or five silk 
sutures after the growth has been removed. When 
the abdominal wound has healed and the Paul’s 
tubes have dropped out, a Dupuytren’s or better 
a Mickuliz’s enterotome is inserted, one blade into 
each opening of the artificial anus, and jihis is 
tightened daily until it cuts through ; there is no 
danger of any fecal extravasation, as the loops of 
intestine are already adherent along the row of 
sutures. When the enterotome has cut its way 
out, the intestinal canal will be re-established, and 
the artificial anus can easily be closed by a plastic 
operation. This method I employed successfully 
in the case of a lady aged 45 on whom I operated 
for carcinoma of the sigmoid producing acute 
obstruction. I ought to mention one point with 
regard to the after-effects of ileo-sigmoidostomy : 
most surgeons who are not familiar with the opera¬ 
tion would suppose that the patient would suffer 
from loose motions and spurious diarrhoea after 
the whole of the large intestine had been shut off, 
but on the contrary my experience of some twenty- 
five cases has been that the patient quickly loses 
such sjmptoms and has only one formed motion 
a day. My reason for advising the anastomosis to 
be'made between the ileum and the sigmoid rather 
than the transverse colon in cases of carcinoma of 
the crecum is that the nearer the anastomosis is to 
the anus the less is the chance of any solidification 
of the fecal contents and consequent blocking of 
the anastomosis opening during the first few days : 
in order to keep the opening clear I pass a large 
size drainage tube up to the upper part of the 
rectum, so that fecal matter escapes from the anus 
as soon as it passes through the anastomosis. 

With regard to the position of the incision in 
these cases, when a tumour is present the incision 
must be made over the tumour either in the linca 
alba or linea semilunaris ; and probably a cross 
incision will be necessary to enable one to remove 
the growth. The surgeon must never hesitate 
about making a sufficiently free opening if he 
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wishes to remove the growth completely. When ! 
no tumour is present it is best to make the explo¬ 
ratory operation in the middle line below the 
umbilicus, and to make a second incision over the 
growth when this has been discovered. 

Before passing on to the consideration of cases 
accompanied by acute obstruction, I would like to 
say one word with respect to prognosis ; when an 
operation is performed in the early stages the shock 
is not great and the risk of the operation is trifling, 
moreover the ultimate prognosis after complete 
removal of the growth and its meso colon is very 
good, and even when recurrence does occur this is 
usually delayed for some years. The absence of 
a large intestine seems to exercise no bad effect 
upon the digestion or nutrition of the patient. 

In operations for acute obstruction, there is not 
usually much clue to the situation of the tumour, 
and so the incision should be made in the middle 
line in the first instance. When the patient is 
suffering from fecal vomiting, some surgeons urge 


left inguinal region and the growth brought out of 
the abdomen. Much assistance will be afforded 
by manipulating through both abdominal incisions; 
the growth should then be removed and a Paulas 
I tube tied in as before described. In an acute case it 
is inadvisable to attempt any anastomosis operation 
until the bowels have recovered from the effect of 
the obstruction. Subsequently either an ileo-sig- 
i moidostomy is done or the intestinal canal is 
restored by the use of an enterotome. If the 
growth be immovable, and it be possible to pick up 
a loop of sigmoid below it, an ileo-sigmoidostomy 
should be performed at once and a drainage tube 
tied into the anus so as to ensure escape of fecal 
contents. It is only when the growth is fixed in 
the pelvis and there is no gut below it that a 
colotomy should be done—it is an operation that is 
to be avoided if possible. When it is done, an 
opening should be made into the loop of bowel 
at the time and a Paul’s tube tied in, since it is most 
important to relieve the obstruction at once, and if 


that general anaesthesia should not be employed 
since several deaths have occurred from vomited 
matter entering the trachea, and so advise operation 
under cocaine. I cannot however think it right to 
inflict the severe pain and considerable shock of an 
abdominal operation upon a patient who is already 
much weakened from the effect of obstruction, 
since even if the skin be anaesthetised by cocaine 
there is great pain and shock on. handling the 
mesentery. My practice when fecal vomiting is 
present is to pass a stomach tube before adminis¬ 
tering the anaesthetic and wash out the stomach 
with warm water; this does not usually produce any 
collapse, but should it do so a little brandy, and a 
hypodermic injection of strychnine, may be given. 
With regard to the choice of chloroform or ether, 
although the latter is more stimulating, the former 
is distinctly preferable since there is less chance 
of coughing and violent abdominal movement ; 
nothing is so unpleasant when dealing with greatly 
distended intestine as the convulsive cough and 
straining often met with in patients under ether 
anaesthesia. The method of procedure in cases of 
acute obstruction is to open the abdomen in the 
middle line below the umbilicus, then by intro¬ 
ducing two fingers the sigmoid can be explored to 
find if it is dilated; if dilated it is followed down 
with the finger till the obstruction is felt; if this is 
movable, another incision should be made in the 


the feces be conducted away from the wound by 
means of the Paul’s tube no harm will result. 

If the sigmoid be found to be empty, I turn 
immediately to the caecum and examine this; if the 
growth be not seated in the caecum, by tracing the 
distended gut upwards the growth will be found. 
Wherever the growth is found and it is movable 
an incision should be made over it, and it should 
be treated in the same way as I have described for 
the sigmoid. After removal of the growth, and the 
patient has recovered from the effect of the obstruc¬ 
tion, it is best to do an ileo-sigmoidostomy rather 
than to unite the ileum to the transverse colon or 
to attempt to restore the canal by means of an 
enterotome. 

Anastomosis operations performed during acute 
obstruction have not the same freedom from risk 
as those performed during the quiescent period, 
and so should not be performed except in cases 
where the growth is not removable. 

In cases where the growth of the caecum or 
ascending colon is fixed or there is infection of the 
peritoneum, I would not do a preliminary colotomy, 
as the distress occasioned to the patient by the 
passage of liquid feces is too great, and in an 
incurable case the patient is not likely to submit to 
another abdominal section for the purpose of having 
an anastomosis done when the duration of life will 


be so short. I therefore think it right to subject 
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the patient to the slightly extra risk of an ileo- 
sigmoidostomy at the time. This operation gives 
immediate relief, and in most of my cases, a motion 
has been passed per anum within a few hours of 
the termination of the operation. Although as I 
stated the risk is greater in cases of acute obstruc¬ 
tion than during the quiescent period, I do not 
think that it is much greater than colotomy under 
similar conditions. I have performed ten ileo- 
colostomies for acute obstruction, and of them eight 
recovered and two died. The cases that recovered j 
had no further symptom of obstruction, the ultimate | 
result was not unsatisfactory, the patients living for 
three to eighteen months after the operation. 

I need not here describe the details of performing | 
the anastomosis; many methods are available, but 
personally I have always employed sutures alone, ' 
and in nearly every case I have operated by Halsted’s 1 
method in which all the sutures are passed before | 
the bowel is opened; this lo my mind lessens the 
chances of faecal fouling of the abdomen by intes- | 
tinal contents. I consider that a bone bobbin or a 
Murphy’s button is worse than useless in a lateral ; 
anastomosis, since the walls of the intestine opposite 
to the bobbin will effectively prevent any passage 
through the bobbin till this apparatus is absorbed, 
or passed. 

Time does not allow me to quote cases in support 
of my remarks, but the points which I wish to lay 
stress on are: (1) That an early exploratory operation 
should be advised in any case presenting even vague 
symptoms of carcinoma of the colon; (2) that the 
growth should be removed at once at the time of I 
the exploratory operation, and that the re-establish¬ 
ment of the intestinal canal is best effected by a 
lateral anastomosis between the ileum and sigmoid, ! 
which should either be done at the time or at an : 
interval of a few weeks; (3) that colotomy should J 
never be performed except in cases of a growth fixed I 
in the lower part of the sigmoid; (4) that in any ' 
irremovable growth situated above the middle of the j 
sigmoid flexure, an ileo-sigmoidostomy should be , 
performed instead of colotomy. j 

The surgery of the intestine is still on its trial 
and we have still much to learn, but the advances 
which have taken place during the past decade 


WITH DR. GUTHRIE RANKIN 

AT THE MEDICAL GRADUATES’ COLLEGE 
AND POLYCLINIC, 

Gentlemen, —It almost demands an apology to 
come before you with a number of cases of nerve 
disease in view of the fact that, during the Session, 
you must already have seen so many. But it 
happens that I have, at present, under my observa¬ 
tion an interesting series of such cases, and it 
occurred to me that their presentation would serve 
to refresh your memories on points of importance, 
while the differentiating features of the various 
forms of disease of the nervous system would be 
seen in bolder outline if contrasted with other 
varieties than if investigated alone. In order to 
simplify the subject as much as possible I have 
divided the cases into (1) those which are probably 
dependent upon a lesion in the brain, and (2) 
those which depend upon a lesion in the spinal 
cord. 

The first two cases to which I ask your attention 
bear one feature of interest in common : they both 
suffer from convulsive attacks. This man came 
into the Dreadnought Hospital, 1 cannot tell you 
how long ago, but with a history of having suffered 
from fits for the previous four years. Otherwise 
the patient believed himself to be in good health. 
The case was at first supposed to be one of 
functional disease, but, when carefully investigated, 
a rather remarkable story was unfolded which 
suggested that perhaps functional disease was not 
the whole trouble. The patient is a marine in His 
Majesty’s Navy and has always been healthy and 
vigorous. The fits began, he says, without any 
reason that he knows of, and they always declare 
themselves in the same way. He gets a feeling of 
discomfort and numbness on the left side of his 
face, which, after a short interval, is followed by 
tonic contractions beginning in the toes of his 
right foot, running up the length of the limb to 
the hip, from there to the right shoulder, 
and thence down the arm . to the finger tips. 
The same kind of attack has recurred in the same 


lead one to hope that the future results will be 
even more satisfactory. 


sequence of events from time to time since his 
illness commenced. The symptoms suggest that 
the man has possibly got a discharging lesion of 


some kind on the left side of his brain, and that in 
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all likelihood we have to deal with a condition of 
Jacksonian epilepsy. Otherwise he presents all 
the features of one who is suffering from ordinary 
neurasthenia ; that is to say, he has become much 
thinner of late, he is mentally depressed, is ab¬ 
normally tired by the least exertion, takes his food 
badly, suffers from insomnia, and has all the vaso¬ 
motor phenomena commonly associated with the 
neurasthenic condition. His knee-jerk is exagge¬ 
rated, and he has no plantar reflex. These 
symptoms are obviously neurasthenic, but, when 
he comes to walk, his gait, you will observe, is 
distinctly of the hemiplegic type. If he had his 
boot on, his toe would, so to speak, cut the ground. 
Besides this, he has impaired sensation, but it is 
to be noted, that it is confined to one side of the 
body and is limited exactly by the middle line. 
The case is one for diagnosis :—Are the attacks 
functional, or are they due to a localised organic 
lesion ? There is a large functional element 
in the case, but it is doubtful whether the 
foundation rests upon an organic basis or not. 
He will be put on large doses of iodide of potassium 
and we shall see whether that drug has any effect 
upon his attacks. Specific disease is the most 
common cause of Jacksonian epilepsy, and pro¬ 
bably this will prove to be the explanation in this 
case, if the attacks depend upon an organic lesion. 

The girl I am now going to bring forward has 
been here before. Hers is distinctly a functional 
case, and she has very much improved since you 
last saw her. I do not know whether the improve¬ 
ment will go far enough to banish her attacks, but 
under treatment, her anaemia has diminished, 
her general health has improved, and the hysteroid 
seizures have become less frequent. Recently she 
has come to the hospital again because of not 
being quite so well. When she first presented 
herself, her symptoms were those of ordinary 
chlorosis, with a certain amount of neurasthenia; 
but as you may remember, she exhibited this 
curious kind of phenomenon, that whenever the 
knee-jerk was sharply elicited in the usual 
way, she fell into a condition of hysteroid 
unconsciousness. I thought you would like 
to see her again that we might ascertain 
whether the same condition which previously 
resulted from eliciting the knee-jerk still persists. 
You have only got to look at her to see how much 
she has improved in her general health when her 
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present condition is compared with what it was 
formerly. The hysterical and other nervous 
symptoms which have hitherto presented them¬ 
selves are probably most accurately classified as a 
mild form of the condition known as hystero- 
epilepsy. Though she now manifests neither 
spasmodic muscular contractions nor cataleptic 
conditions, she experiences recurrent attacks, which 
are always of the same functional type, are pro¬ 
voked by slight and inadequate causes, and in¬ 
variably end in an emotional outbreak, generally 
of crying. The case belongs to a common cate¬ 
gory of disease, but it possesses a special interest 
in that it demonstrates, in an extreme degree, the 
instability of a sensitive sensorium. [Dr. Guthrie 
Rankin then elicited the knee-jerk, with the result 
that the patient fell back into a state of uncon¬ 
sciousness and was thereupon carried away.] 
This condition is merely an exaggeration of the 
reflex phenomena with which you are familiar as 
being characteristic of the neurasthenic type of 
individual. Curiously enough, these attacks do 
not leave the girl uncomfortable afterwards. When 
she regains consciousness she cries and sobs for a 
time, but is soon quieted and has no recollection 
of what has happened. When she was first ill and 
her general health was not so good as at present, 
she got slightly convulsed before becoming uncon¬ 
scious, but as she has become stronger, this 
feature of her attacks has entirely disappeared. 

These two cases have symptoms which, I think, 
—in the case of the girl altogether and in the case 
of the man in greater part,—are due to functional 
disease of the brain. Both patients are improving 
under treatment, but the prognosis is less certain 
and less hopeful in the male than in the female case. 

I ask you next to look at two cases representing 
organic disease of the brain. This man’s story s 
that he came to the hospital because he had been 
getting “ queer in his legs ” for the previous three 
years. Two years ago he was in a hospital some¬ 
where for six weeks. Then he improved a good 
deal, but ten months ago he began to fall off again, 
and since then has been getting daily worse. 
We have had a great deal of trouble with him since 
he came to the Dreadnought because of the 
occurrence of fits, apparently due to congestion of 
his brain. He suddenly gets loss of consciousness 
and for a time after recovery he remains very con¬ 
fused and apathetio He experiences much difficulty 
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in managing his speech, which is thick and drawl¬ 
ing, and there are muscular tremors, which are most 
readily observed on movement of the facial muscles 
or of the tongue. He has, moreover, undergone 
mental deterioration, and is distressed by his loss of 
memory. He has difficulty in walking, and his 
knee-jerks are feeble, but are both present. One 
is frequently more active than the other. The left 
pupil is larger than the right, but both react slug¬ 
gishly to light and accommodation. I may also 
say that quite recently he has developed an occa¬ 
sional incontinence both of bladder and bowel. 
In this case there is ample evidence of physical as 
well as mental decay, and the condition is readily 
recognised as one of general paralysis. We meet 
with general paralysis in three varieties—the exal¬ 
tation type, the melancholia type, and the dementia 
type. This man now belongs to the third class, 
but it is well to remember that before he reached 
this stage, and before we have any knowledge of 
him, he may have had either exalted ideas or 
melancholic depression. You can see, when he 
walks, how deliberate every action is and how the 
tremors come out. I was looking the night before 
last through an old book, that 1 had not seen for 
half a dozen years, on brain diseases. In it I came 
across a letter that I must have interleaved as long 
ago as 1894, and that, if I may, I shall read to you 
as the typical production of a general paralytic of 
exaltation type. It was written to me by a man 
whom I knew in the country before he was sent to 
a County Asylum. This is what he wrote : 

Dr. Rankin, - Asylum, 

Dear Sir,— Friday Eve , Feby. 16/94. 

By permission of Drs. Miller, Nicholson, and 
Wilcox, I take the liberty of writing to ask if you 
will be kind enough to grant me an interview to¬ 
morrow (Saturday) any time after 9 a.m. at No. 1 
Ward, W.C.L.A., under the care of Superintendent 
Wm. H. Gillespie. Please come as early as you 
possibly can manage, as we sit down to dinner at 
12.30, & oblige, 

Yours Faithfully, 

R. Mac. 

The W.M. 
and 

Chief of the Clan Mac, 
now living and of Portland Street, Liverpool. 

Tailor and I )raper, &c., and 
G.P. for W.C.L.A. 


Will be most happy to see you; i.e. if you pro¬ 
mise to sit down to dinner with me in my new suit 
of clothes, for which I expect, some day before 
long, to realise a large sum of money. 

R. Mac. 


I The next patient is a good lady who has come 
| up from the docks to see us. She is a typical 
specimen of another form of organic disease of the 
! brain. We have but to look at her to recognise 
that she is suffering from paralysis agitans. She 
has a Parkinson face, a stooping gait, stiffness over 
the shoulders, a short running gait, and muscular 
1 tremor. The tremor is a marked feature of this 


case, and is of the type peculiar to the disease, but 
it mostly affects the facial muscles and therein 
differs from what is usual. It is an interesting 
speculation whether the seat of most active tremor 
may not be indicative of the situation of greatest 
activity in the cerebral lesion,—whatever the precise 
nature of that lesion may ultimately prove to be. 

! The distribution of general paralysis is, as a rule, 

| at first hemiplegic, and this case is no exception, 

| because you will observe that both tremors and 
| muscular feebleness are more marked on the right 
than on the left side of the body. Notice further 
i that she presents in a very characteristic way the 
peculiar gait of this disease. You dare not let her 
walk backwards because she would tumble, and in 
j ordinary walking she can hardly prevent herself 
I from breaking off into a run. Her general health 
| is good, but she finds an increasing difficulty in get- 
! ting about. Her speech is deliberate and without 
j animation, and her voice is squeaky and high- 
pitched like that of an old man. She turns, as you 
can see, en masse , as if she were a figure of wood 
or stone. 

(To be concluded.) 


Arterial Atheroma and Arteriosclerosis.— 

Josue does not accept any connection between 
atheroma and arteriosclerosis, but thinks that they 
are different entities. Small doses of adrenalin 


injected into the veins of rabbits induced atheroma 
in time, but nothing was ever observed in the 
experiments that suggested arteriosclerosis. He 
is inclined to think that the suprarenals are con¬ 
cerned in some way with the production of the 
atheroma. In three clinical cases of pronounced 
atheroma that came to necropsy he found evidences 
of extreme hyperfunction in the suprarenals, as he 
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A LECTURE 

ON 

SOME SURGICAL EMERGENCIES. 

Delivered at the Medical Graduates’ College and Polyclinic, 

By J. JACKSON CLARKE, M.B., F.R.C.S., 

Surgeon to the North-West London and City Orthopaedic 
Hospitals. 


Ladies and Gentlemen,— I left the subject for 
to-day a little elastic, because I did not know 
exactly what would come into my brain to say to 
you; and I chose “ Some Surgical Emergencies,” 
because I remember in some of the first works on 
surgery that I came across as a student the 
authors used to enumerate four great surgical 
emergencies: haemorrhage, asphyxia, intestinal 
obstruction, and retention of urine. I very soon 
began to add to the list myself, especially one 
class of case, cerebral pressure from haemorrhage 
or from a depressed fracture. But it has always 
been useful to me to have had those bold headings 
put before me early in my career, because they 
give one a professional perspective of the relative 
importance of things, and these surgical emergencies 
tend to correct any narrownesses that our career in 
life may have produced in us. A medical man 
cannot be narrow in the face of great calamities : 
he cannot be an oculist, or a gynaecologist, or 
even a surgeon or a physician : he must just be a 
good all-round doctor to grasp all the circum¬ 
stances, and give the patient the best available 
help. These emergencies bring the whole of our 
profession before us, and show what sort of stuff 
we are made of. The first essential in the matter of 
emergencies is to be prepared for them by being 
in good health oneself. A doctor really ought to 
be insured against being able to be ill, because 
so very often all his mental and physical resources 
are suddenly called for. I find it is so important 
that when I feel I am getting at all nervous 


Digitized by 


Google 



210 The ClinioaNournal. ] 


MR. JACKSON CLARKE. 


[July 20,1904. 


I go down to the seaside for a few days and get 
rid of that feeling. And one sees instances of 
being ready for emergencies in those who are 
about a patient. I mentioned not long ago an 
instance of meningeal haemorrhage which I had 
had. I remember the patient, a woman, was 
just leaving the hospital quite well at the end of 
six weeks. But she looked rather odd, because 
her hair had not grown, and her friends would 
hardly recognise her at home with a shaven head. 

I learnt that her husband collected all her hair 
that had been shaved off in preparation for the 
operation and had it made into a wig, so that she 
was fully equipped the moment she went out of the 
hospital. That is the sort of temper we should be 
in for emergencies. 

There are some things about emergencies that 
really hamper one a great deal. Very often one 
has to use dressings which are not quite what one 
would wish : they are either too antiseptic, or they 
are suspicious, and give one the impression that 
they may not be properly asepticised. To meet 
this Dr. Martindale has put me up at my request 
dressings in these tins. The nurse wipes this tin 
to take the dust off with a i-in-40 solution of ! 
carbolic, and then winds this roller until the lid 1 
falls off. These you can order by prescription just 
as you can a medicine, and that will obviate the 
doctor furnishing the dressings, which he never 
gets paid for, and he also has not the worry of 
thinking about them. The nurse limits her services 
to removing the lid of the tin. The surgeon cuts 
the string that surrounds the neck of the sack in¬ 
side which the swabs are placed, and with his 
sterilised hands he manipulates the swabs. And I 
had them made so that there is no extra fluffiness 
about them. There are two layers of soft gauze. Dr. 
Martindale has taken great pains to do what I 
wanted. The edges of these swabs are turned in, 
so that there is nothing to fray out, and I think 
that pieces of fluff, which are sometimes left in | 
wounds, may form the starting point for suppura- 1 
tion afterwards. Each tin bears on it an indication j 
of the number of swabs there are, so that at the 
end of the operation any swabs left over can be 
used for dressing the wound, and the whole can be 
counted. And if it is found that there is one not 
accounted for it must be sought for and found; if 
the wound is at all extensive it is very easy to leave 
a swab in it. By having swabs carefully counted 


the surgeon is saved all anxiety on that score. In 
this way we have swabs and dressings for any 
operation which may be required. I have previously 
shown you the special swabs which I have had 
made for particular operations; those I am now 
showing you are for general surgical work. Dr. 
Martindale has also put up for me sterilised bandages 
in tins ready for any operation. He is now, at my 
request, preparing some sterile towels, and there will 
be a complete operating outfit, so that one need not 
bother about putting things up. Remember that if 
you have a stock of these they do not deteriorate. In 
regard to one’s own dressings kept in a tin box, 
when they have been opened a few times one feels 
that they are not fit for further use without suspicion 
and they are thrown away, causing a loss which 
probably mounts up in the course of a year. I 
think these sterilised dressings will be useful to the 
profession in this way. Another matter is that these 
enamel iron vessels which I show you are very use¬ 
ful for nursing purposes. You see that they have 
lids to them. You can have a couple of these for 
sterile salt solution, one to be cooling down until it 
is the right temperature for use. I do not like to 
use vessels which have been near the toilet-table 
and which have perhaps been splashed with the 
tooth-cleansing water, and so forth. If such ves¬ 
sels are used for, say, a saline intravenous injection, 
the patient may receive a culture of the thirty-two 
different micro-organisms which are found in the 
mouth. The use of sterilised salt solution is a 
great help to us in our surgical work. The effect 
of distilled water in the eye is distinctly painful; 
even tap water is painful, and you may remember 
that in using hypodermic injections of distilled 
water, say with eucaine, it is distinctly painful. But 
if we put half a grain of common salt to the ounce 
there is no pain felt as the injection goes in. Like¬ 
wise in big washings with tap water or distilled 
water in the interior of the body, we can imagine 
that there would be a considerable amount of 
shock, whereas a saline solution would be more 
natural and gentle to the parts, and the shock would 
be much less. So it is important to remember that 
saline solution of the proper strength—roughly a 
teaspoonful to the pint, or 75 per cent.—is not only 
very useful, but can be made rapidly. In the com¬ 
pressed solid form sodium chloride is rather slow 
to dissolve, and in the case of a concentrated solu¬ 
tion of chloride of sodium the bottle is apt to be 
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broken just when it is wanted. I think it would 1 
help us if we had pure powdered sodium chloride j 
in celluloid capsules, so that they will not | 
break. One may have to inject the saline 
solution under the skin, and for that purpose | 
I find the syringe I show you very useful. It has a 
rubber piston, and it will bear being boiled, and you j 
can fit on a needle with a rubber tube on the end | 
of that. With it I have given a pint of saline solution 1 
under the submammary tissue in a case recently j 
without there being any' reaction whatever. There 
are also other things which I like to have in my 
emergency bag. For instance, there are these for¬ 
ceps, which I had made originally to hold a little 
swab for putting behind the palate in a case of 
operation for the removal of adenoids when the | 
bleeding went on too long. But I have found 
them useful for many other occasions. One man, 

I remember, came to the North West London Hos- | 
pital—dead. He had fallen down in the street, 
and was said to be suffocated. I put these forceps j 
rapidly down his throat to catch whatever came in i 
the way, when out came about a quarter of a pound ' 
of beefsteak. He was a butler, and had been hurry¬ 
ing along bolting his lunch, when he swallowed this 
mass of meat, and it stuck at the back of his 
pharynx; and although we got it out at once, and . 
artificial respiration was carried out, it failed to I 
restore his life. But you can well see that having 
a forceps like this may easily make all the differ- j 
ence between life and death in such a case. These | 
forceps are also very useful for putting in drainage- j 
tubes into long abscesses, such as in the thigh and j 
about the spine. 

Now, in a general way in surgical emergencies | 
one is brought face to face with the big funda¬ 
mental truths of surgery. A case will perhaps be 
reported to one as a case of shock, and one will go ! 
and find it is a case of severe haemorrhage. And 
that brings us to these big, important things 
—the difference in the symptoms between shock 
(or collapse) and haemorrhage. I am not [ 
imagining a case now; I am thinking of 
several cases in my experience where the con- 
dition has been reported to me as shock, 
when I found it was one of haemorrhage. It is i 
generally a new Resident at the hospital who is only ] 
just beginning his responsibilities, and who is, j 
perhaps, unduly terrified by the sight of illness and I 
imminent death. Still, it has come to my notice I 


several times that one of these conditions has been 
mistaken for the other. And yet it is so easy to 
distinguish them really. Take a case of haemor¬ 
rhage. The patient is in a state of unrest and 
alarm, has cold sweats, and hunger for breath, and 
at a later stage pallid lips. That is very different 
from the condition of a patient during shock. The 
pulse in both cases may be rapid, but in shock it 
has a peculiar smallness of calibre of artery asso¬ 
ciated with its rapidity, whereas in % haemorrhage it 
is of a different type—a sudden filling and collaps¬ 
ing type of artery. There is restlessness in both, 
but in shock the restlessness is not of that active, 
anxious type which one sees in a patient dying of 
haemorrhage. And in shock the skin is clammy 
and cold, but there is not that profuseness of sweat 
which one sees in haemorrhage. Above all, the 
shallow breathing contrasts with the air-hungry 
hyperpncea of haemorrhage, and those who have 
seen the two conditions frequently clinically, and 
have contrasted them, can hardly make a mistake. 
But without experience it must be easy even for 
very good minds to do so. 

Abdominal urgencies .—To pass from the 
general to the specific I will ask you to consider 
with me some urgent abdominal cases. 

Abdominal injury .—Imagine such a case as I 
was called to see not long ago. A man had been 
thrown from his horse in the hunting field, and fell 
flat on the front of the body. He was picked up 
considerably collapsed, and put in a carriage and 
brought to town and put to bed as soon as 
possible. Next day when I saw him, the front 
of the belly was distended and resistant; there was a 
good deal of diffuse pain and tenderness. There 
was a temperature varying between 99 0 to ioo°, 
and pulse corresponding to the temperature, 
namely between 80 and 90, and he was in 
considerable difficulty and distress. Well, if it 
had been anything very grave, such as rupture 
of stomach or rupture of the intestine, or a big 
rupture of the liver or spleen, after twenty-four 
hours he would have been dying of dead, so 
one knew it was not one of those things. But 
it might have been a small rupture of the stomach 
or intestine, so one has to investigate all these 
conditions. One can only do it by watching. 
Some patients suffering from perforation of 
stomach or intestine do not give a history of pain 
starting in a localised way and then spreading. 
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His liver dulness was there, so there was no free 
air in the peritoneum. The distension of the 
abdomen was not more severe than would be 
produced by a sharp bruising of all the abdominal 
muscles and a bruising of the intestine. The 
abdominal respiratory movement was diminished, 
but not altogether absent. And then there is 
this important thing which we always look out 
for in abdominal cases : the temperature and pulse 
ratio was normal; the pulse was not going faster 
and weaker than it should have done for the 
degree of pyrexia that was present, and that was 
hopeful; so that the treatment was on the suppo¬ 
sition that there Was no lethal injury, and nothing 
that indicated active operation. Next day the 
patient was still tender over the abdomen, but 
the temperature was falling and the pulse- 
rate was falling with it. So here was a case 
where I was called in on the day following the 
accident to say whether operation was required, 
and in which the patient’s condition was one of 
great distress and discomfort ; there was no 
evidence of severe haemorrhage or of great local 
pain or acute local tenderness. There was 
nothing to point definitely to any lethal injury, 
like rupture of the bowel. But the pulse-tempera¬ 
ture ratio was the chief thing, and from that 
we inferred that palliative measures only were 
indicated, and the course of events happily 
verified our finding. In another case it might 
be different. Take a different kind of experience 
which I have lately had. I was called to a lady 
set. 65, who had rapidly developed a swelling in 
the neighbourhood of the appendix, with vomiting 
and the usual signs of appendicitis. This began 
on a Thursday. The lump was present on 
Saturday, and I was sent for on Sunday. Her 
pain had been so great that she had had some 
morphia, and in interpreting the symptoms we had 
to allow for that; it was not given with the idea 
that it was going to cure her. She looked much 
like any other not quite comfortable lady of 65 ; 
but her pulse-rate was 120, and the pulse was very 
weak. The breathing was shallow from the 
impairment of the respiratory movements. The 
breathing was not as quick as the pulse-rate required, 
and the temperature began to fall the day before, 
and when I saw her it was down to normal. 
There was a lump in the right iliac fossa, and with 
that pulse I knew one must not wait, even for an 


hour. The abdominal wall was infiltrated and 
cedematous, and as soon as I got through the 
peritoneum there was a little thin, discoloured, 
offensive pus and a gush of faeces. There had been 
a slough at the root of the appendix, extending 
into the caecum ; it had formed rapidly, and in 
those four days had produced that lesion. There 
the pulse-rate was quite out of proportion to the 
temperature; and although the temperature might 
mislead one to think she was improving, her 
condition was very grave. Happily she did well; 
and I think it was three weeks afterwards the 
faeces ceased to come through the wound. She 
is now well. I bring this case forward because 
it is a case of abdominal urgency, and because 
it shows the importance of watching closely the 
ratio between the pulse and the temperature. 
Many abdominal urgencies arise from gastric ulcers. 
Ruptured gastric ulcers are of many kinds. Some¬ 
times it is a perfectly circumscribed rupture; an 
abscess forms outside the stomach. In such a case 
we do not want to disturb the ulcer more than 
just to open the abscess, at any rate at the time. 
! When the abscess has healed and left an adhesion 
1 we may perhaps interfere again to set the stomach 
free. It is not of such cases but of ruptures into 
the general peritoneal cavity that I now wish to 
speak. The stomach being situated under the 
ribs, we do not always know from the symptoms 
where the rupture is. A vertical median incision 
should first be made, and if necessary from its 
upper end a second may be carried along the 
margin of the thorax. Thus we get room to lift up 
the ribs and get at the upper border of the stomach 
when this is required. The rupture may be on the 
posterior surface of the stomach, and then we need 
to divide the attachment of the great omentum 
and expose the posterior surface, just as we do in 
performing posterior gastro-duodenostomy. We 
will suppose we have made our incision at the 
point where the rent is, we may find either that 
the contents of the stomach have gone into the 
abdomen and down into the pelvis, and in such 
a case one’s work is very arduous and one’s hope 
is none too great. But supposing the patient 
is dealt with thoroughly and revives, there may be 
some suppuration starting from the stomach two or 
three days after the operation. I must say that 
| most of the cases I have come across clinically 
1 have been of the kind in which the contents of 
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the stomach have diffused themselves all over the 
abdomen. In such cases it always seems to me 
we should follow the same principles that we do 
when we are swabbing up a wound. You may see 
some young members of our profession just 
beginning their work and experience. An opera¬ 
tion is completed, the wound stitched up, and now 
comes the cleansing. They will draw in every 
spot of blood right up to the wound, which is left 
unprotected, instead of putting a swab to guard 
the wound sedulously. In a case of rupture of 
the stomach our washing out should be from the 
cleaner parts to the fouler parts. Put the patient 
more or less in the Trendelenberg position, spout 
the lotion well into the pelvis through a second 
incision, and let it well out of the incision over the 
stomach. I am speaking of those cases where the 
rupture has led to the contents of the stomach 
being diffused widely over the abdomen. There is 
another class of cases of rupture of the stomach, 
where the patient has lingered on for some days 
before an operation is done, it may be ten or four¬ 
teen days, and all the symptoms have been localised 
in the hypochondrium. There has been no general¬ 
ised effusion of the stomach contents. They have 
all been limited by the diaphragm above, the 
gastro-hepatic omentum on the right and by the 
attachment of the costo-colic fold of the peritoneum 
below. I examined the attachment of this fold 
closely with the view to draining, and I found it 
corresponded with the lower border of the eleventh 
rib. So if one makes an incision on the last three- 
quarters of the upper border of the tip of the 
eleventh rib the hypochondrium is opened above 
the costo-colic fold. I recommend, then, in cases 
of perforated gastric ulcer in which the subsequent 
suppuration is limited to the left hypochondrium, 
that after having made an incision on the front of 
the abdomen, and having found and closed the 
perforation, a drainage-way should be made above 
the tip of the eleventh rib and the cavity cleansed, 
the anterior incision may be closed and a drainage- 
tube put in the lateral incision. The principle is, 
of course, not to soil any previously clean part of 
peritoneum. And that same principle I have pur¬ 
sued in a case of acute appendicitis. There the 
symptoms were very sharply defined. A young 
fellow had pain and tenderness over the lower half 
of the abdomen, and one could map out the line 
of tenderness, and also distension of the bowel 


more marked below that. So we had two incisions 
to make : one over the appendix, and one in the 
middle line, with its uppermost part corresponding 
to the upper limit of his pain and tenderness and 
distension and rigidity of muscles. On opening 
the peritoneum 1 found on the front part of the great 
omentum that there was a layer of pus with its upper 
limit almost as sharply limited as the edge of this 
paper upon the table. In that case I thought it best 
not to use any washing out at all, but I took a 
series of soft sponges, passed them through a 1-in- 
40 carbolic solution, and then a sterile salt solution 
and carefully cleansed the abdomen downwards 
towards the appendix, and cleansed the pelvis, after¬ 
wards putting in a drain. The boy did very well; 
he never turned back, and the next day he was com¬ 
paratively comfortable. He was quite well a few 
days afterwards. So in all these emergencies one 
has to judge by what one finds. I remember 
once being called for in the middle of the night 
by a friend, and T came across a gruesome spec¬ 
tacle. A poor fellow had had a bad cystitis a 
long time 'owing to an old spinal injury, and his 
bladder and kidneys had become affected. He 
was unemic, and in his delirium, and possibly 
with a rough surgical instinct, he had slashed 
himself across the lower part of his abdomen, 
cutting into the bladder-wall obliquely without 
opening its cavity, and there was a great red 
surface, bleeding at every point where the 
bladder-wall had been cut into. There was a 
hole in the peritoneum at one spot, and some 
bowel protruding through it. I was not the first 
on the scene, but the bleeding was particularly 
difficult to stop in the bladder; and some twenty 
minutes had been consumed in trying to catch all 
the little arteries, and they were still defying all 
attempts to do so. Meantime of course the peri¬ 
toneum was exposed, and there seemed to be no 
prospect of the operation coming to a conclusion. 
So coming fresh on the scene, it is very often easier to 
criticise than it would be to act in the first instance. 
I suggested packing the bladder and then closing 
the peritoneum and getting the patient to bed. 
That was done, and when the dressing was taken 
off next day the bleeding had all stopped. So we 
cannot go on narrow principles: we have to deal 
with each case according to the circumstances 
which we find. But some general principles we 
can go on, and that one which I have mentioned 
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about washing from the cleaner parts to the fouler 
parts you will find useful. 

To pass from the gastric region to the lower 
part of the peritoneum, let us consider some cases 
of rupture of the bladder which have interested me. 
One was that of a poor man who had been found 
by the police on a bench somewhere, and in 
their zeal for the decencies of society they 
diagnosed him as being intoxicated. That 
may have been true or it may not. They 
accordingly strapped him on to a stretcher, and 
their energy was displayed in that matter; they 
strapped him so well that they burst his bladder, 
which happened to be full at the time. The 
rupture of the bladder in that case was a very long 
one, down the posterior surface into the peri¬ 
toneum ; and it struck me as being particularly 
difficult to stitch up the lower part of that rupture, 
because it goes nearly to the rectal end of the peri¬ 
toneum. So in such a case if one meets with a 
long rent in a bladder one would have to take 
small curved needles and stitch almost by the feel, 
putting in Lembert sutures as low down as possible. 
The Trendelenburg position may help in such a case. 
And I should be inclined in such a case to leave 


something like that. It leads to diffuse infiltration of 
urine, such as one sees after rupture of the urethra 
behind a stricture. In the case of ruptured bladder 
the urine infiltrates the pelvic cellular tissue, in the 
case of ruptured urethra it is into the lower part of 
the abdomen and the perinaeum that the urine 
finds its way. But instead of diffuse infiltration in 
this case there was a local collection of urine, 
which looked exactly like a dilated bladder, and 
which was so exactly like it that it was clinically 
interpreted as such. And the rupture in the 
bladder was beneath the peritoneum, which had 
escaped rupture when the bladder-wall gave way. 
And I should make a new class for this and call it 
subperitoneal rupure of the bladder. It did not 
tear the peritoneum, and hence the peculiarity of 
the symptoms in the case. Therefore we must be 
prepared to use our own judgment in connection 
with these cases, for there may be some deviations 
from the usual type, as there was in this case. If 
it had been known what the condition was, of 
course a simple median incision could be made 
there and then and the blood-stained urine let out, 
and the rent could have been secured and the 
bladder drained. 


the drain in the peritoneum of the pelvis, and also 
tie a catheter in. That is one kind of rupture, 
that is to say intra-peritoneal. There is another 
kind, which interested me still more. It, like 
the other, came to my notice in my patholo¬ 
gical days. A man was brought in who could 
not pass his water, and he was dull up to the 
umbilicus. He had stricture of the urethra, and 
a catheter could not be passed ; and instead of 
passing a catheter aspiration above the pubes was 
done, and about a pint of blood-stained urine was 
drawn off. But that did not alter the level of the 
dulness, and it did not relieve the man’s suffer¬ 
ings; he was in acute pain, and aspiration was 
repeated on two or three occasions. But he died, 
and what I found was that his bladder was 
thickened from the old stricture, there was a rent 
in it and the peritoneum was dissected up from 
the bladder, and the collection of urine was be¬ 
neath that uplifted peritoneum. We all know the 
two recognised kinds of rupture of the bladder, 
one being intra-peritoneal (through the posterior 
wall) and the other extra-peritoneal (through the 
anterior wall or the base). The extra-peritoneal 


We may take as another illustration a condition 
in which there has been considerable haemorrhage 
from an abdominal injury, and it may be that there 
is no external evidence of haemorrhage. For instance 
a person may bleed to death from a ruptured 
kidney and yet not a drop of blood is found in the 
urine. I have examined a specimen illustrating this 
feature. We should have to watch such a case very 
closely to know exactly what to do. There are all the 
signs of haemorrhage which would develop, even to 
the gasping for breath and blanched lips. But we 
should get at the fact that haemorrhage was going 
on before then, because there would be acute pains 
round the kidney, and we should find on palpation 
an increase of resistance and dulness in the kidney 
region. You should not hesitate what to do : to 
make a big oblique incision in the loin and expose 
the kidney; and if it were the kind ‘ of kidney 
I am referring to it would be divided into two 
halves and the vessels in the hilum would be torn. 
We should clamp them well and remove the kidney, 
and then get the patient to bed as soon as possible. 
Thus we may have fatal rupture of the kidney and 
death from the subsequent haemorrhage and yet 


form is generally caused by a fractured pelvis, or 


there may be not a drop of blood in the urine. 
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Still, I do not think such a case ought to present 
any real difficulties to a medical man who is able 
to look beneath the surface. 

One other kind of case I was thinking of was 
early extra-uterine pregnancy. These urgent surgi¬ 
cal conditions, I have said, shake us out of our 
narrownesses, and we must not be surgeons to the 
exclusion of gynaecology if we meet with a case 
of early ruptured tubal gestation. A dilatation 
in the tube not bigger than the tip of one’s little 
finger might lead a woman to bleed to death 
in the course of a few hours. I have met with 
such cases, and in one where the woman delayed 
four days before coming into the hospital the 
haemorrhage ceased but the whole abdomen was 
full of blood, which was changing into pus. Sup¬ 
puration had begun, just as occasionally it does 
about an ordinary little menstrual haematocele, 
causing acute suppurative peritonitis. So that 
although we may leave the more difficult pelvic 
conditions and uterine conditions to the gynaecol¬ 
ogist, we must know how to tie off a broad ligament 
and tube after removing all this blood and clot in 
a case of early ruptured tubal gestation. And in 
many of these cases of early rupture—and it is only 
in the early ones where previous diagnosis has not 
been made that we are now concerned with—the 
menses very often seem never to have ceased, 
because at each period a little blood from the extra 
congestion of the parts finds its way into the uterus 
and trickles down between the mucous membrane 
and the decidua, and escapes, and seems to 
be like that of an ordinary but painful period. 
That has happened in at least three cases which 
have come to my knowledge. In two of them 
nothing abnormal was suspected. It was supposed 
to be a sudden illness and the patients died and I 
had to make the autopsies. The third case of the 
kind was the one I have mentioned where the 
patient came into my hands on the fourth day. 
She w r as already in a condition of peritoneal septi¬ 
caemia owing to the case not having been dealt 
with at the time of the onset. 

One last emergency I ought to mention, if only 
to put it on record : a case in w'hich nearly the 
whole of the small intestine protruded from the 
anus. The patient, a woman between fifty and 
sixty, was brought to the hospital after much delay, 
and in a moribund state. The history w r as that she 
had had prolapse of the uterus many years. The 
pressure of the small intestine had caused the front 
of the rectum to atrophy, and the small bowel had 
entered the rectum, and all save the duodenum 
and a tense short length of jejunum and ileum had 
been passed through the anus. No time was lost 
in cleansing the mass with an ample boric douche, 
opening the abdomen and rapidly drawing in the 
bowel. It w r as too late ; the patient died when half 
of the bowel had been returned. 


SOME SPECIAL FEATURES OF 
DISEASES OF THE COLON. 

Being the Bolingbroke Lecture delivered before the South- 
West London Medical Society, 
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(Concluded from page 200.) 


Quite as remarkable, even if not more so, are 
those conditions of inflammation w’hich are com¬ 
plicated by destruction of the mucous surface, and 
extremely numerous are the varieties of ulcera¬ 
tion that are consequent thereon. Not that the 
various lesions exhibit such differences in appear¬ 
ance as to correspond to the number of antecedent 
or causal conditions, or even to the clinical cha¬ 
racter of the affection when once established, 
although certain peculiarities are recognisable. 
Owing to this want of distinctive anatomical cha¬ 
racters, and our uncertain knowledge as to the 
exact causation, any attempt at classification of 
the forms of ulceration which the colon may ex¬ 
hibit must perforce be provisional. As with mucous 
membranes elsewhere a simple catarrhal inflamma¬ 
tion may easily pass on into an ulcerative stage, 
whether from the intensity of the inflammation or 
the diminished resisting power of the patient. All 
degrees of such may be met with from the smallest 
erosions to numerous well-marked ulcers. Closely 
allied to these are the stercoral ulcers brought 
about by the mechanical injury inflicted by the 
hard scybala, aided possibly by irritant substances 
produced by the decomposition of the faeces. 
Similar lesions have been noticed in cases of mer¬ 
curial and lead poisoning. All these may be 
denominated forms of simple ulceration. 

Another group would contain those cases where 
the ulceration w r as of vascular origin, that is a 
necrosis consequent on blocking of a vessel by an 
embolus or thrombus. Lardaceous degeneration 
may also be responsible for a few cases. 

A third class comprises those ulcers which are 
the direct expression of certain specific irritants 
such as the bacillus of typhoid fever or tubercle, 
and of syphilis, occasionally of mycotic infection 
and still more rarely of the anthrax bacillus. 
Herein also would be included those ulcerations so 
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characteristic of tropical dysentery, whether of 
amoebic or bacillary origin, and the closely allied, 
if not identical, condition known as asylum 
dysentery in this country. 

The ulceration of new growths in the colon con¬ 
stitutes another group; ulceration into the large 
intestine from without as from the stomach or 
gall-bladder forms a fifth; and lastly may be 
mentioned those rare cases of colon ulceration, 
occasionally found in central nervous diseases as 
myelitis and lateral sclerosis, and provisionally 
designated neuro-trophic. 

I am not now concerned with discussing these 
lesions any further, and have enumerated them 
merely to indicate the number and variety of 
ulcer that occurs in the bowel, and at the same | 
time to point out that for the most part they are 
exhibited in common with similar lesions in the 
small intestine although not always to the same 
extent, for whilst the typhoid ulcer is more com¬ 
monly confined to the ileum and jejunum and only 
sometimes involving the colon (about 30 per cent) ; 
the reverse condition obtains in the distribution of 
the lesion in tropical dysentery. 

But from this list I have purposely omitted one, 
or perhaps more correctly two forms of ulceration 
of the colon, and this for the reason that they are 
peculiar to that part of the canal, and come within 
the category of those more characteristic affections 
which form the principal subject of my remarks. 

One of these two forms of ulceration, if indeed 
they be distinct, as there seems to be good reason 
to suppose is the case, is properly described as 
“ follicular ulceration ” since the structural change | 
clearly commences in the solitary glands, and may j 
be limited to them. Beginning as swelling of the 
follicles from cellular infiltration, a rupture on to 
the surface soon takes place and results in the 
formation of a small clean-cut round ulcer, and 
being as they often are very numerous, a honey¬ 
comb appearance is soon developed. These ulcers 
have not been known to cicatrise and seldom to | 
heal, and as Dr. Hale White, who has done much j 
to elucidate these various affections of the colon, 
points out, they rarely cause the death of the 
patient, the fatal ending being due to some other 
disease, often of the gastro-intestinal tract. Not¬ 
withstanding that these solitary follicles are more 
abundant in the small intestine, this form of disease 
seldom extends into the ileum, where the same 


structures are so extensively involved in typhoid 
ulceration. 

Still more peculiar to the large intestine is the 
affection known by the unfortunate name of 
“ ulcerative colitis ”—a term in no wise distinctive 
or descriptive. In these cases, w'hich are much 
more commonly females—just as mucous colitis is, 
though perhaps with not quite so great a prepon¬ 
derance—the destructive process does not appear 
to start in the follicle, but in the mucosa, and very 
seldom extends beyond the ileo-aecal valve, and 
when it does but to a very slight extent. But the 
disease may spread throughout the entire length of 
the large bowel, causing most extensive destruction 
of the mucous membrane, of which here and there 
tracts and islets may be seen much swollen and 
undermined, the exposed muscular coat forming 
the greater part of the inner surface of the 
gut. In the thirty-fifth volume of the ‘Trans¬ 
actions ’ of the Pathological Society of London for 
1885 will be found the report of a case I exhibited 
at one of the meetings—the first case of the kind, I 
believe, that had been brought there, and on that 
account was among the specimens “ of the chief 
pathological lesions of general interest” selected 
for exhibition at the jubilee meeting of the Society 
in 1896. The disease, as you know, is a very fatal 
one, progressing steadily towards the death of the 
patient and exhibiting no tendency to cure. Of 
the cause we are profoundly ignorant. Dr. Hale 
White has noticed a frequent association of the 
malady with chronic Bright’s disease, but I am 
satisfied that this is far from constant, and I quite 
agree with that observer when he says death occurs 
from the malady itself, and not from any complica¬ 
tion, as is the case with follicular ulceration. 
Whether this disease be regarded from its anato¬ 
mical or its clinical aspect, we must, I think, admit 
that it is one almost sui generis . No doubt in 
many features there is a close resemblance to 
tropical dysentery, the microbic causation of which 
is now generally admitted, and it may be that some 
such origin will be discovered for ulcerative colitis, 
and that so-called asylum dysentery will be found 
to occupy an intermediate place in the series. But 
without dwelling on certain distinctive features be¬ 
tween these conditions, such as the generally acuter 
character of dysentery and the severe tenesmus, 
burning pain, and characteristic stools of that affec¬ 
tion, as well as the generally greater severity of the 
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lesions from the anus upwards (the caecum and | 
ascending colon being often unaffected in dysentery, 
whilst in ulcerative colitis the gut is involved through¬ 
out, the first parts seldom escaping), the fact clearly 
remains that the latter disease is a very well de¬ 
fined malady almost always fatal, which is certainly 
not the case with tropical dysentery, where recovery 
may follow even the severest attacks. The disease 
appears to me to stand altogether apart, and, like : 
the so-called mucous colitis, to have no precise 
homologue among similar affections of other 
mucous membranes. 

I pass over the degenerative affections of this part 
of the bowel, such as the lardaceous change, and 
new growths, whether benign or malignant, the 
frequency of the last-named in this situation having 
been already referred to, and would like to say a 
few words upon another morbid state of the colon, 
which, although not so peculiarly distinctive as are 
the two affections I have dwelt on, viz. mucous 
colitis and ulcerative colitis, yet is in a great 
measure characteristic—I mean atony and con¬ 
sequent dilatation. 

It is not so much of those cases of distension of 
the bowel dependent upon some obstruction in its 
course, the situation of which mainly determines 
the extent of the dilatation, that I would speak; j 
such a condition is a simple case of cause and | 
effect, and may be exactly paralleled in the 
stomach, duodenum, heart, bladder, or other hollow | 
organs with muscular walls, some hypertrophy I 
developing to overcome the difficulty, though this 
finally falls short of what is necessary as the ob- | 
struction increases and the nutrition fails. The 
state to which I would refer is rather a primary 
atony, sometimes called idiopathic, and no doubt 
essentially a neuro-motor defect. In a moderate i 
degree such a condition is met with as the cause of 
many cases of habitual constipation in young per¬ 
sons as well as in those of middle and later life, 
often induced by neglect, by over-drugging, or by j 
fever; the condition, when once established, tends 1 
to increase until a very considerable distension of 
the bowel with paralysis of the musculature is 
established. Then also there are cases of a more 
acute character, setting in somewhat suddenly and 
resulting in an enormous dilatation which may not 
be confined to the colon, the stomach, duodenum 
and ileum sharing in the distension, though it is to I 
be remarked that the jejunum may escape. A fatal I 


result not infrequently follows. It is customary to 
explain such a condition as one of paralytic disten¬ 
sion, and to compare it with the similar affection 
of the stomach, only that in acute gastroectasis 
there is more definite evidence of a neurotic origin, 
inasmuch as the motor impairment is accompanied 
by a hypersecretion which leads to the accumula¬ 
tion in the stomach of large quantities of fluid. 
So far as I am aware, no such secretory neurosis 
occurs in the colon in connection with its 
tension. 

I may here take occasion to remark that in 
several respects one cannot but be struck with the 
resemblance of the colon to the stomach. For 
although a very active and definite digestive 
process takes place in this latter organ, and the 
experiments of Pavloff have shown the all-import- 
ant share taken by the acid gastric juice in 
exciting the secretion of the pancreas, yet the 
stomach has more than once been completely 
removed in the human subject, with a subsequent 
restoration to health and ability to take ordinary 
meals with the maintenance of metabolic equi¬ 
librium. There is little doubt but that the 
small intestine is by far the most important part 
of the alimentary canal, and it is singular to 
observe that of the whole tract from mouth to 
anus it is this section which exhibits the least 
liability to disease, the jejunum being probably 
the most seldom affected of any organ in the body. 
It is not suggested that the stomach in man is 
a degenerate organ, as the colon may be con¬ 
sidered to be, but the functional activities of the 
stomach may be adequately taken on by the 
pancreatic and intestinal secretions, and a large 
intestine is only required so long as the 
diet contains a large proportion of indigestible 
residue. Moreover, the experiments that are now 
being carried out in some of the physiological 
laboratories in this country and America with 
the view of determining the exact amount and 
form of nutriment required to maintain satisfac¬ 
torily an active life, already appear to show that 
the quantity is much less than has been sup¬ 
posed, and if so, the need for a large intestine 
is still further diminished. As it is, however, 
the stomach and colon exhibit in contrast to the 
small intestine a far greater liability to become 
the seat of new growths, to become inflamed, 
ulcerated, and abnormally dilated. An enteritis 
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independent of a gastritis or colitis can scarcely 
be said to occur, whilst either the stomach or 
colon may be solely involved. Except from 
typhoid or tubercle the small intestine is very 
rarely the site of ulceration, many forms of which 
we have seen affect the colon, one at least being 
all but peculiar to it; and of dilatation I have 
just spoken. If also mucous colitis is to be 
regarded as essentially a secretory neurosis, a 
parallel is to be found in gastric hypersecretion 
of hydrochloric acid, which finds, so far as I am 
aware, no analogous manifestation in the small 
intestine, unless the enormous discharges in 
cholera are of this character. 

1 have so far endeavoured to illustrate my theme, 
viz. certain special characters of diseases of the 
colon, from the consideration of three anatomical 
conditions—mucous colitis, ulcerative colitis, and 
atonic dilatation, morbid states that are distinctive 
and almost peculiar to this section of the alimen¬ 
tary tract, and two at least very different in struc¬ 
tural and clinical features from what occurs in 
other mucous membranes. I would now for a 
few moments refer to certain symptomatic charac¬ 
teristics, and the first of these is the singular in¬ 
tractability of most affections of the colon, and in 
particular those I have mentioned. The obstinate , 
resistance to all treatment exhibited by a case of | 
mucous colitis, or of ulcerative colitis, and espe- I 
daily the former, is the despair of the medical ! 
attendant. Notwithstanding the good effects, nay 
more the cures, that are said to follow the regimen 
pursued at certain foreign spas, of which lavage of ! 
the bowel forms an important part, and the great ! 
benefit which has resulted in some cases of ulcera- ! 
tive colitis from a lumbar colotomy which has 1 
permitted a thorough investigation of the colon, 
notwithstanding this, I say, the great majority of ( 
patients so afflicted offer no improvement whatever | 
may be done for them, by medicines, by injections, 
or by a diet which should be, according to some, 
of the most nutritious character, with a minimum of 
indigestible residue, or, according to others, the 
exact reverse so as to cause bulky pultaceous 
motions. Moreover, it must be remembered that 
the natural tendency of these maladies is not 
towards self-cure, and this being so they are of 1 
necessity more resistant to all methods that we 
may adopt, which after all are but aids to a natural 
course. The inflammations and ulcerations that 


in other parts of the canal, or as affecting other 
mucous membranes, we expect under favourable 
circumstances will get well, grievously disappoint 
our expectations when the colon is the seat of 
these processes. Even massage and electricity 
and appropriate medicinal treatment will do more, 
I believe, for atony and atonic gastroectasis than 
they will for a similar condition of colon. Are we 
to seek the explanation of all this in the ancestrally 
degenerate character of the organ concerned, and 
to regard this diminished resisting and recupera¬ 
tive power as among those “ stigmata of degenera¬ 
tion ” which the viscus inherently bears ? I confess 
it seems to me a legitimate view to take. 

Another noteworthy clinical feature is the inter¬ 
relation existing between several of these colon 
affections and the nervous system. I have already 
referred to the view held as to the nervous causa¬ 
tion of that curious disease mucous colitis, of the 
neuro-trophic origin of certain ulcers of the large 
intestine met with in connection with some spinal 
cord lesions, and of the muscular atony with dilata¬ 
tion of the bowel so frequent in habitual constipa¬ 
tion. 

It is not, however, of the probable causal relation¬ 
ship that I would speak as of the symptomatic 
association, and particularly in respect to the bring¬ 
ing about of certain mental states as a consequence 
of disease of the colon. Such states are almost 
always those of depression, ranging from the merest 
“ out-of-sorts ” to frequently recurring obsessions, 
or to a persistent hypochondriasis, in which the 
sufferer’s thoughts and speech are almost wholly 
concerned with his malady, and concerning which 
he is possessed* of the most absurd delusions— 
“ bowels on the brain ” it has been expressively 
called ; as well as allusions based on the peristaltic 
movements of the intestines, the passage of flatus, 
etc. Now although diseases of many viscera, 
thoracic and abdominal, are liable to be accom¬ 
panied by mental changes, whether of depression, 
exaltation, or suspicion, my own experience would 
lead me to say that these changes are far more 
likely to occur in connection with colon disease 
than with other visceral maladies, and in saying 
this I do not forget liver affections, many of 
which are proverbially associated with depression 
of spirits, and have given the name which is 
applied to the extremest form, viz. melancholia. 
It is possible of course that I take an exaggerated 
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view of the frequency of the association, but I 
certainly hold it and have done so for a long 
time, notwithstanding that I find in the ordinary 
works treating of mental disorders that diseases of 
the colon receive but scanty reference, if at all, as 
a causal or even associated condition. 

Dr. Head* has shown, more particularly in re¬ 
spect to cardiac and pulmonary affections—and j 
there is little reason to doubt that the same holds ; 
good in regard to disorders of the abdominal I 
viscera—that “ the most various diseases of internal 
organs are liable to be accompanied by changes in 
the mental state of otherwise sane persons, and the , 
only factor that is universally present is reflected I 
visceral pain. This kind of pain is produced by | 
impulses passing from the affected organs up the ( 
fibres of the sympathetic, through the ganglion 
of the posterior root, into the central nervous 
system. A disturbance is thereby set up in those | 
segments that stand in relation with the affected 1 
organ. Other sensory impressions entering the 
same segments are modified, and pain is produced 
radiating round the body, accompanied by in- | 
creased sensibility to pain of the superficial I 
structures of the body within the supply of the j 
affected segments. But it must not be supposed 
(continues Dr. Head) that every case that suffers 
from visceral reflected pain and its accompanying 
superficial tenderness must therefore immediately 
show mental changes. . . . The pain must be of 
considerable intensity, and of some duration. 5 ’ 
At the same time not every severe pain becomes j 
associated with mental (emotional) changes, as is | 
well known; thus one of traumatic origin such 
as a burn, or an inflammation of the inner lining of j 
the body wall such as a pleurisy or peritonitis is 
not so accompanied, and Dr. Head is inclined to 
distinguish between pain of such character and the 
reflected pain with tenderness of the body wall of 
visceral origin, from the fact that these latter are | 
so frequently associated with mental changes. Nor | 
does this exclude the predisposition conferred by ! 
sex, fever, anaemia, loss of weight, and perhaps 
heredity. 

In seeking for some explanation of the relation 1 
of the mental change to the intestinal malady, | 
several points have to be borne in mind. First | 

* “The Mental Changes that Accompany Visceral 
Disease,” ‘The Gulstonian Lectures/ Royal College of | 
Physicians, 1901. ' 


the preponderance of the diseases in the female 
sex, and the well-known greater emotional in¬ 
stability of women; at the same time males when 
the subjects of atony of the colon with constipation 
or of mucous or ulcerative colitis are quite as likely 
to exhibit an extreme degree of obsession. 

Then again there is the auto-intoxication con¬ 
sequent upon retention and decomposition of the 
faeces, even if there be not any specific bacterial 
toxins, and it is at least probable, and perhaps is 
the view most commonly held, that this self¬ 
poisoning explains the relation. It appears pretty 
certain that similar mental states are consequent 
upon an excess of uric acid in the blood, and 
gouty depression or hypochondriasis are well- 
recognised manifestations, commonly passing off on 
removal of the exciting cause. Bearing in mind 
what I have said as to the possible—as some 
would say certain—relation of mucous colitis to 
the gouty state, this form of toxic melancholia may 
have a special significance in the conditions we 
are now considering. 

If, now, we attempt to inquire a little further, it 
may be conceived that among the possible ways in 
which these hypothetical auto-genetic poisons pro¬ 
duce their effect is by their injurious influence 
upon the nerve elements of the higher centres, 
perhaps by inducing certain chemical changes in 
the composition of the cells. But it is also con¬ 
ceivable that the first effect of the poison is on the 
vaso-motor centres and that the mental (emotional) 
state of depression is an expression of some vaso¬ 
motor alteration. Indeed, it has been for long 
supposed that many of the remote symptoms of 
dyspepsia resulting from morbid states of the 
alimentary canal are induced by reflex vaso-motor 
changes, and certainly some of the headaches and 
cutaneous rashes, and probably also many of the 
respiratory and cardiac disturbances attributable 
to intestinal indigestion, are to be thus explained. 

In this connection one is led to remember the 
altered view that has been taken by many modern 
psychologists as to the relation of mental states 
to visceral states. Whilst formerly the visceral 
phenomena were held to be secondary to cerebral 
conditions, the emotional phenomena, that is, 
being secondary to the psychological, the reverse 
is now held, and emotional manifestations and 
moods are looked upon as consequent upon dis¬ 
turbed physiological processes with associated and 
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uftderlying anatomical changes. Among those 
who have adopted this view is Professor Lange, 
who “traces the whole psycho-physiology of 
emotion to certain excitations of the vaso-motor 
centre. He conceives all the other of the organic 
reflexes occurrent in emotion to be attributable 
mediately to the vaso-motor. For him the emotion 
is the outcome and not the cause or the concomi¬ 
tant of the organic reaction, but for him the 
foundation and corner-stone of the organic reaction 
is as to physiological quality vascular, viz. vaso¬ 
motor. Emotion is an outcome of vaso-motor 
reaction to stimuli of a particular kind. The j 
stimulus is some sensation acting often by inter¬ 
mediation through some memorial idea linked to 
it by association. This stimulus induces a vaso- ! 
motor action in viscera, skin, and brain. The 
changes thus induced in the circulatory condition 
of these organs induce changes in the action of 
the organs themselves, and these latter changes j 
evoke sensations which constitute the essential 
part of emotion. It is by excitation of the vaso¬ 
motor centre, therefore, that the exciting cause, 
whatever it may chance to be, of emotion produces 
the organic phenomena which, as felt, constitute 
for Lange the whole essence of emotion. It is 
noteworthy that in Lange’s view the action of the 
vaso-motor centre upon the blood-vessels of the 
brain, as well as those of the viscera and skin, plays 
an important part.” It is true that the experiments 
of Professor Sherrington* on this point, from whose 
communication to the Royal Society I have quoted 
the foregoing summary of Professor Lange’s views, 
do not lend any support to a vaso-motor theory 
of production of the emotions, yet in the uncertain 
state of the subject it is quite permissible to con¬ 
sider all that bears on the question. The organic 
lesions of the bowel in the diseases we have been 
considering, as well as the readily conceivable 
changes in the bowel contents, afford ample oppor¬ 
tunity for cerebral disturbances, as I said, whether 
this be toxic in method or of the character of reflex 
irritation acting directly on the cells or through the 
vaso-motor system. In at least two of the maladies 
—mucous colitis and ulcerative colitis—there is also 
very great pain, often constant, sometimes only in 
paroxysms, and it may be that this pain is the 
excitant to the emotional state, as Dr. Head t sug¬ 
gests. “ Under normal circumstances,” he says, 

visceral life takes place outside consciousness. 
At the most, consciousness is stirred by some slight 
alteration in feeling tone, so entirely unaccom¬ 
panied by sensation within the field of consciousness 

* “ Experiments on the Value of Vascular and Visceral 
Factors for the Genesis of Emotion,” by Prof. Sherrington, 
M.D., F.R.S., ' Proc. Royal Soc.,’ vol. Ixvi, 1900. 

t Loc. cit. 


that we remain ignorant of the place whence it 
comes or the physical activities that give it birth. 
The visceral field is pushed out of consciousness, 

! and its moods remain only as latent dispositions. 
... On the other hand, reflected pain of visceral 
origin brings in its train all those images and dispo¬ 
sitions which exist normally at the fringe of, or 
entirely outside, the field of consciousness. All 
those sensations that are associated with visceral 
activity, which do not exist in consciousness under 
normal conditions, come to the surface. The 
patient’s character appears to be altered, for the 
content of his consciousness is changed. He will 
become moody, at one time duly exalted, at an¬ 
other depressed without cause. Reason is dis¬ 
placed, and he is the victim of each passing wave of 
feeling tone, and he will have lost control over the 
expression of his emotions and of his temper.” 
Though this may be in the nature of expressing 
the fact in other terms, rather than a complete 
explanation, it is probable that in our present state 
of knowledge, or rather of ignorance, that no better 
is forthcoming. For us, however, as being con¬ 
cerned with the clinical aspects of the subject, it 
must I think be recognised that emotional mental 
states of a depressed type are developed with 
singular frequency in connection with morbid 
conditions of the large bowel. 

Thus, gentlemen, have I endeavoured within the 
limits of my time to submit for your consideration 
j certain special features pertaining to diseases of 
I the colon—some peculiarities among the structural 
diseases of the viscus, and some characteristics in 
their clinical manifestations and course. I have 
also suggested that some at least of these points 
may be referred to the morphological nature of the 
organ, and have gone so far as to indicate that the 
colon is both, useless and harmful and can be 
done without, and to that extent the maladies 
connected with it were within the category of the 
avoidable. That I have said anything new to you 
1 I do not pretend, nor did I set out with the idea 
of so doing, and my subject except inferentially has 
not dealt with the all-important matter of treatment 
But if I have so put what I had to say as to suggest 
to your minds certain pathological ideas of a some¬ 
what general character, and to have led you to 
take a wider view of the relationships of the 
diseases of the colon, or even to excite a greater 
1 interest in their nature, my efforts will have found 
their recompense. 


The operation by Sir F Treves , mentioned on 
page 196 of No. 611 of this Journal, was for idio¬ 
pathic dilatation of the colon due to a congenital 
1 narrounng of the lower extremity of the bcnvel; the 
operation devised by Mr. Arbuthnot Lane, referred to 
in the same paragraph, was for chronic constipation. 
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AND POLYCLINIC. 


(Concluded from page 208.) ! 

The next two cases exemplify a type of paralysis | 
which is, in both instances, of similar distribution | 
and dependent on a localised lesion, but differences 
of etiology, symptomatology, prognosis, etc., arise | 
because of the age at which the disorder sets in. 
They are both examples of hemiplegia, and they j 
are interesting as enabling us to contrast ordinary I 
hemiplegia in the adult patient with that which ' 
belongs to the child. The man is a patient of | 
Dr. Hewlett's at the Dreadnought Hospital. As 
he comes into the room he gives us a graphic 
illustration of the sickle-reaping type of gait, and 
you will observe how the paralysed arm is carried 
at an open angle in the support of the hand of the 
sound side. A very important point about the 
case is the existence of a systolic mitral murmur. 
The history is that the paralysis came on four years 
ago unaccompanied by any serious symptoms 
otherwise. I do not know whether there are 
details enough to prove whether the cause is 
embolism or haemorrhage, but it is almost certainly 
one or other, and the balance of evidence is in 
favour of haemorrhage. You will observe that he 
has a considerable amount of stiffness and contrac¬ 
tion in the muscles of the paralysed limbs. He 
can only sometimes move all the fingers; most 
frequently they are immobile. He suffers from 
occasional fits, but he feels otherwise well. His 
fits are inaugurated from the old lesion. They 
always commence in the paralysed arm, and he 
rapidly becomes unconscious after experiencing 
some twitchings of the fingers. He has no aphasia 
and very little speech defect. His knee-jerks, 
especially that on the paralysed side, are ex¬ 
aggerated, but there is no ankle clonus. 

If we now turn our attention to this little boy, : 
we will find that he also suffers from hemiplegia I 
and his grandmother tells us it dates from child- I 
hood. The cause in this, as in the adult case, I 
is a localised lesion in the brain, but there is no I 
history of injury. At the date of onset the child 1 
was four years of age. The paralysis was therefore 1 
not produced by haemorrhage, and the child has I 
no heart disease to account for it. The etiology J 


of infantile hemiplegia is not clearly understood, 
and probably the cause may not be the same in 
every case. P'requentiy, as in cases like the one 
before us, the analogy to anterior poliomyelitis 
is very striking. The sequence and type of sym¬ 
ptoms is similar : in the one case you have a polio¬ 
encephalitis, and in the other a poliomyelitis. The 
difference is not impossibly only one of incidence. 
This is not one of the cases that are produced by 
the pressure of forceps at birth or by difficult 
labour. The boy was born in the ordinary way, 
and was perfectly well until suddenly one night he 
had a convulsion during his sleep, which was 
followed by a feverish attack and the development 
of this hemiplegic paralysis, which has persisted 
ever since. Unlike the case of the man, this 
paralysis occurred at the developmental period of 
the boy’s life, and in consequence he has a certain 
amount of mental deficiency, but, fortunately, not 
very great. He has, in addition, very well marked 
athetosis, and we also get a replica of what exists 
in the man’s case, namely, an exaggerated knee- 
jerk and Babinski’s sign on the affected side. I 
should like you to see how he manifests this 
athetosis; it is well brought out in this case and is 
peculiar to the variety of paralysis from which the 
boy suffers. He has no difficulty with the left 
hand, but whenever you ask him to take hold of 
anything, as, for instance, this piece of pencil, he 
is unable to pick it up. His fingers sprawl all 
! over the table, and the movements he executes are 
| clumsy and inco-ordinate. He has a hemiplegic 
I gait, but has no athetosis in his foot. In all these 
j cases there is invariably a certain amount of 
I deformity. The paralysed limbs do not grow in 
I the same way as the others. The shortening and 
I wasting of the limbs is well marked in this patient. 

Captain Pinch has been good enough to find 
for us, for purposes of contrast, a case of infantile 
paralysis. The little child has, fortunately, not 
had a severe attack, but you can all see the flaccidity 
and marked wasting of the right leg. Originally, 
the mother tells us, both legs were involved but the 
left rapidly recovered. This is the usual history 
of such cases, and it is well to remember that the 
ultimate paralysis is always less than that which 
first manifests itself. The knee-jerk on the 
paralysed side is absent, but the plantar reflexes 
are normally active. I may perhaps remind you 
that the main outlines of disease affecting the 
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upper segment of the neuro-motor apparatus are 
exaggeration of the knee-jerks with spasticity of the 
muscles involved and ankle clonus ; whereas when 
the lower segment of the neuro-motor apparatus is 
affected, you get loss of knee-jerk, accompanied by 
muscular wasting and flaccidity. In the case of the 
small patient we are considering, the lesion is 
situated in the anterior horns of the cord and the 
lower segment of the neuro-motor apparatus is, in 
consequence, involved. If you substitute brain 
for cord, the condition is very similar to that we 
have just considered in the case of the boy with 
hemiplegia, with this important difference, that in 
him it is the upper segment of the neuro-motor 
apparatus which has suffered. The motor cortex 
is affected in his case, whereas in this child the 
lesion is in the spinal cord. Both diseases behave 
much in the same sort of way, coming on acutely 
with feverishness and sometimes with convulsions, 
and ending with paralysis which, in both instances, 
is capable of a certain amount of improvement. 

When the distribution of infantile paralysis is 
hemiplegic, it may be difficult to distinguish from 
infantile hemiplegia, but all error will be avoided 
if it is remembered that in the one instance the 
lesion belongs to the upper and in the other to the 
lower neuro-motor segment. 

Let us now look at another case in which the 
disease is situated in the anterior horns of the 
cord. This patient, who is thirty-four years of age, 
is suffering from chronic progressive muscular 
atrophy. He has been ill over two and a half 
years and does not at all know what the reason of 
his illness is. What first attracted his attention 
was weakness in the right thumb. This is the 
usual initial symptom of progressive muscular 
atrophy; the part used most being generally the 
part to first cry out. Three months afterwards his 
left hand began to show similar evidence of wast¬ 
ing. Gradually from one to another, the paralysis 
crept up the arms to the trunk until, as ybu see, 
all the muscles of the upper limbs have become 
involved and all power of movement in them is 
lost. Otherwise the patient is perfectly well. In 
addition to the extreme wasting, reflex movement 
is lost, so far as the upper arms are concerned. 
There is a reaction of degeneration which, though 
a modified one, is still quite distinct. It is modi¬ 
fied because in the course of this disease the 
muscles get paralysed fibre by fibre. So long as 


there is an element of healthy fibre left you get a 
| certain amount of response to the electric current. 
It is noticeable that all the muscles supplied by the 
nerves emanating from the cervical portio'n of the 
cord have suffered. So far, there is no wasting of 
either trunk or lower limb muscles. In this class 
of case it is interesting to bear in mind that the 
knee-jerks are generally increased. I have never, 
in my own experience, seen a case of progressive 
muscular atrophy without increased knee-jerks. 
The combination of atrophy of the muscles of the 
upper extremities with increased spasticity of the 
lower limbs was looked upon by Charcot as a 
spinal disease to which he gave the name of 
amyotrophic lateral sclerosis, and which he believes 
to be quite distinct from progressive muscular 
atrophy. 

It is now considered more likely that amyotrophic 
lateral sclerosis is only an advanced or complex 
phase of progressive muscular atrophy; that the 
two conditions are in fact different phases of the 
same disease, in one of which the pathological 
changes remain confined to the anterior horns, and 
in the other overflow so as to involve the lateral 
columns as well. It is not impossible that the 
lateral columns are always involved as well as the 
anterior horns, but that their implication is at first 
sympathetic and does not go the length of organic 
change until the anterior horn mischief is well 
established. In the case before us, the knee-jerks 
are very markedly exaggerated, and there is a 
suspicion of ankle clonus on one side only. By 
and bye, as the disease progresses, spasticity of the 
lower limbs will develop and this will rapidly be 
accompanied by ankle clonus and the other 
evidences of upper segment implication ; his con¬ 
dition will then become one to which the term 
amyotrophic lateral sclerosis may with full pro¬ 
priety be applied. The only treatment that seems 
to be of any use in these terrible cases is strychnine 
injected subcutaneously, and even its value is 
problematical and limited. This case might for a 
moment be profitably contrasted with the little 
child suffering from infantile paralysis, whom we 
have just examined. In both you have to deal 
with a lesion in the anterior cornua, but in progres¬ 
sive musclar atrophy it is almost invariably the 
cervical enlargement of the cord that is involved, 
whereas in infantile paralysis the lesion is mostly 
in the lumbar enlargement. This is well illustrated 
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in these patients, the paralysis in the adult patient 
being, at the moment, confined to the arms, and, 
in the infant, limited to the lower extremities. 
In both cases the paralysis is of the flaccid type 
and concerns the lower neuro-motor segment. The 
leading difference clinically between the two con¬ 
ditions is in the mode of onset: the child’s illness 
began acutely, and the damage done to the horns 
was completed at the first outburst of the illness; 
that of the adult was slow in onset and the damage 
is progressive from one multipolar cell to another. 

The next two cases are illustrative of congenital 
disease of the posterior columns. Some of you 
have seen the girls before. They belong to a family 
consisting of three girls and one boy. All three 
girls are afflicted with Friedreich’s ataxia, and the 
brother, though well otherwise as regards his 
nervous system, stammers very badly. The eldest 
sister first came to the Waterloo Hospital with a 
history of loss of power in the legs, muscular 
tremors and shortness of breath. She was anaemic, 
but her condition otherwise was so suggestive of 
Friedreich that she was asked to bring her two 
younger sisters for examination. She stated that 
the sister next to her in age was similarly, but to a 
less degree, afflicted. And so it proved to be when 
she was seen. The youngest of the three, though 
she declared herself perfectly well, had lost her 
knee-jerks and manifested marked facial tremor 
ofi speaking. She had not yet reached the age at 
which the other two girls broke down. The eldest 
and youngest sisters have come here to-day, but 
unfortunately the remaining one has been unable 
to leave home. This girl, who is the eldest of the 
family, has been, for years, experiencing more and 
more difficulty in getting about, and now, as you see, 
she can hardly walk at all. Her general health is 
good, but she manifests all the leading features of 
Friedreich’s disease, so that the diagnosis is easy. 
She has a perforating ulcer below the right great 
toe, a somewhat unusual complication. I need 
hardly remind you that Friedreich’s ataxia is 
essentially a family disease; that its onset usually 
occurs at about the same age in the various 
members of the family who are attacked; and that 
its leading characteristics are loss of knee-jerk, a 
change in the character of the speech, nystagmus, 
lateral curvature of the spine, choreiform move¬ 
ments, and a progressive loss of muscular power 
and co-ordination. It is usually the muscles in 


the front of the legs that bother these patients 
most, and often their chief complaint is that they 
cannot get upstairs. There is a peculiar deformity 
of the foot, almost characteristic of the disease, 
which this girl shows well. If you will inspect her 
foot, you will see that she has hyper-extension of 
the first phalanx of the great toe, and that the foot 
looks as if it were crowded on itself from before 
backwards, so that it is stumpy and foreshortened. 
In some cases of ordinary tabes, a foot somewhat 
resembling this is met with. The speech here 
is distinctly deliberate, and it is notable that 
tremor comes out when she speaks or moves. Her 
knee-jerks are absolutely gone. She cannot walk, 
nor stand without support. When she could walk, 
at an earlier stage of her disease, her gait was 
markedly ataxic. She had nystagmoid movements 
on conjugate deviation of her eyes upwards and 
outwards. As is the rule in this disease, there is 
no muscular wasting, and no sensory phenomena. 

If you now look for a moment at our other 
patient, who is the youngest girl of the three, I 
think you will admit that she does not appear to 
have very much the matter with her, but she has 
distinctly a fine muscular tremor, which comes out 
plainly in her facial muscles when she smiles, and 
her knee-jerks are not present. She says there is 
nothing the matter with her, and, as you see, she 
is fat and ruddy. When she is a little tired, she 
sometimes is aware of the existence of muscular 
twitchings which she cannot control. 

As a complement to these congenital cases, I 
now invite your attention for a few minutes to two 
examples of ordinary locomotor ataxia. This is 
a disease which, as we all know, depends, like 
Friedreich’s ataxia, on a lesion in the posterior 
columns of the cord, but in it the lesion is 
acquired and not congenital. ^ If you notice the 
men as they come into the room they represent 
respectively two types of the disease. The one 
man has got but little ataxia; whereas the other 
can hardly walk. I may say of the second man 
that he has an aortic murmur, a Charcot’s knee, a 
history of syphilis, and that he admits having been 
a heavy drinker. Men of colour, though very 
subject to syphilis, comparatively seldom develop 
tabes, but a marked case like this man disproves 
the contention that they never suffer from it. The 
other patient is an intelligent man who has lived 
an abstemious life, and who assures us he has never 
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suffered from syphilis. His case is exceedingly : 
interesting, and has been repeatedly investigated j 
in various hospitals. It is within the patient’s 
knowledge that his father suffered severely from 
syphilis, and that there were seven or eight mis- j 
carriages before a living child was bom to his | 
mother. He is one of a family of four, having 
three sisters, who are still alive. One of them 
is confined in a lunatic asylum; another has been 
stone deaf since early womanhood; and the third 
has suffered from some form of throat affection, 
which has permanently deprived her of her voice. 
The only objective symptom presented by our 
patient is to be found in his knees, both of which 
are painlessly enlarged from trophic disturbance. 
They are undoubted Charcot’s joints, but they 
have repeatedly been mistaken and looked upon 
as rheumatoid or rheumatic. The nature of the 
joint trouble—apart from the characteristic features 
of the knees themselves—might well be suggested 
by the family history, and the diagnosis is 
linched by an examination of the eyes, in both 
of which you will find distinct evidence of 
choroido-retinitis. There can, I think, be little 
doubt that the patient affords us a rare example 
of tabes in an adult resulting from congenital 
syphilis. 

The eyes of the coloured patient are also very 
interesting. He has pallor with a certain amount 
of wasting of his discs, which is common, but in 
addition he has, you will notice, little or no power 
of movement of the globes. The ophthalmoplegia 
is not quite complete, but nearly so. Comparing 
the pupils of this patient with those of the other 
man, it is worth noting that whereas these are 
widely dilated from ciliary paralysis, the others 
are contracted to pin-points and give an excellent 
illustration of the classical tabetic myosis. There are, 
it is needless to say, no knee-jerks in either patient. 

In the white man’s case both knees have become 
dislocated outwards, and the bow-legged deformity 
thus produced gives him a curious hulking gait, but 
he has no ataxia, and can stand as steady as a rock 
with his eyes shut. The black man, on the other 
hand, is so ataxic that he cannot be trusted to walk 
alone even with the aid of sticks. His difficulty of 
locomotion is increasing rapidly, and he is ap¬ 
proaching the time when he will become wholly 
confined to bed. 

The remaining case we have seen here to-day is 


an example of lateral sclerosis. As the man enters 
the room you see how different the gait is from 
what you have observed in the others. He does 
not reel, but seems to hang on to the ground as 
though his toes would not leave it. He is suffering 
from disease of the lateral columns. The only 
question is whether the disease is one of primary 
lateral sclerosis or of disseminated sclerosis. The 
bulk of evidence is in favour of primary sclerosis, 
but one or two facts make us a little doubtful, and 
warrant our keeping in view the alternative possi¬ 
bility of disseminated sclerosis presenting its first 
manifestations in the lateral columns. There is no 
muscular wasting and no sensory disturbance of 
importance, but the knee-jerks are exaggerated on 
both sides, there is well-marked ankle clonus, and 
the gait is distinctively spastic. His general health 
is unimpaired, but it is well to remember that, as 
many of these cases illustrate, the progress of 
chronic degenerative disease of the nervous system 
is always slow, and, in the early stages, does not 
necessarily bring in its train serious disturbance of 
the general nutrition. The patient is at such an age 
as to make it possible that his disease may be 
either primary lateral or disseminated sclerosis. 
There are certain minor points about him to be 
observed which favour the view of “dissemi¬ 
nated ”: he has a suspicion of nystagmus; it 
amounts to no more than a series of short and 
badly sustained movements of one globe on 
extreme deviation to the right, but still it may mark 
the beginning of the true condition ; he has a 
little tremor on movement, but as yet, it is not of 
the “ intention ” type ; there is a suspicion that 
one disc is more pale than normal—it certainly is 
lighter in tint than its neighbour—but as yet there 
is no true atrophy. As against these suspicious 
threatenings, it must be noted that there is nothing 
abnormal about his speech, and that there is no 
history of previous fleeting paralyses or of present 
loss of muscular power. At the present stage of 
events a definite diagnosis is, in my opinion, im¬ 
possible, The case is one which must be watched, 
and only labelled with a name when it has reached 
that stage of development at which symptoms 
declare themselves establishing beyond doubt the 
l true nature of the lesion. 
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A LECTURE ON DIGITALIS. 

By J. R. BRADFORD, M.D., F.R.C.P., F.R.S. 


Gentlemen, —Digitalis is the first member of a 
group of glucosides that we have to consider, and 
it is of interest from several points of view, quite 
apart from its therapeutic usefulness. In the first 
place, digitalis and the group of glucosides allied 
to it have an action allied to that of the far more 
toxic saponin group. Saponin is a substance, as you 
probably know, which is found in senega and in a 
number of other plants. Digitalis is a representative 
member of a very large group of substances, all of 
which have interesting pharmacological actions, 
and some of them are of therapeutic importance. 
Other important members of the group are 
strophanthus, apocynum, co»ivallaria % helleborein. 
Many of these glucosides you will notice are 
present in more or less common plants, such as 
the foxglove, the lily of the valley, and the 
Christmas rose. Strophanthus, of course, is a 
plant not indigenous in this country, but a 
representative of one of the rather numerous arrow 
poisons which are found in Africa. Digitalis and 
the allied glucosides, strophanthus, convallaria, 
etc., are all of them closely allied in their 
pharmacology and in their therapeutics. Digitalis 
is, of course, one of the most valuable drugs in the 
whole Pharmacopoeia; and it is one which was 
applied to the relief of disease, first of all 
empirically, about the year 1775. It was then 
used in the treatment of dropsy, and it has held its 
own ever since. In different parts of the world 
different members of this group of plants have 
been used for the treatment of similar diseases. 
In Russia, as I remarked yesterday, the lily of the 
valley has long been known as a remedy for 
dropsy, just as in the Highlands of Scotland 
foxglove tea has been long known as a remedy for 
the same condition. Digitalis, as I have said, was 
the earliest member to be used for this purpose, 
and it is still the one which is most commonly and 
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most usefully employed. Although a very large 
number of glucosides, some of which I have 
enumerated, have been discovered since, and many 
of them, on theoretical grounds, have been 
supposed to be superior to digitalis, as a matter 
of fact digitalis has held its own, and there does 
not seem to be any reason why it should not 
continue to do so. Digitalis contains a number of 
glucosides, some of them present only in the 
leaves, others present in other parts of the plant; 
and these various glucosides have different degrees 
of action. For instance, the . one known as 
digitoxin, as its name implies, is far more poisonous 
than either digitalin or digtfophylin. But the only 
point of sufficient importance to detain us now is 
to bear in mind that they all have more or less 
similar actions, with the exception of digitoxin, 
which is very much more poisonous than the 
others, and which has a very marked action upon 
the nervous system and on the alimentary canal. 
Further you will bear in mind, from the practical 
point of view, that this substance digitoxin is more 
soluble in alcohol than the others. The prepara¬ 
tions of digitalis which are used in the Pharma¬ 
copoeia are either the dry leaves, or the tincture, or 
the infusion of digitalis ; and thus it comes about 
that of the three official preparations the tincture of 
digitalis, inasmuch as it is made with alcohol, is 
the most toxic. This is rather an important point 
in the treatment of disease, as we shall see in a few 
minutes. I wish you to bear in mind that although 
the tincture is a very convenient form, in that it 
keeps and does not undergo decomposition, and it 
can be given in a small dose, whereas an infusion 
has necessarily to be given in a large dose, and, 
like other infusions, is liable to undergo decompo¬ 
sition, yet the tincture, notwithstanding these facts, 
is on the whole not the best form of digitalis to 
give owing to its toxic action. 

After these preliminary remarks we will pass 
straight away to the consideration of the pharma¬ 
cology and toxicology of digitalis. In the first 
place, it will be well to discuss very shortly its 
toxicology. Digitalis is a substance similar to 
many which we have enumerated in these lectures, 
in that toxic effects are sometimes liable to super¬ 
vene in the treatment of disease by such drugs, and, 
being unrecognised, are looked upon as phenomena 
produced by the disease instead of as phenomena 
produced by a substance which has been given in 


the treatment of the disease. Digitalis is an ex¬ 
tremely cumulative substance; it is one of the 
most cumulative substances that we are acquainted 
with, at any rate in the organic materia medica. It 
does not appear to produce its full effects for many 
days after it has been administered, and the effects 
produced by it persist for many days after the drug 
has been stopped. This is one amongst other 
reasons why the phenomena produced by the toxic 
action of the drug are misinterpreted. Further, 
digitalis is quite a sufficiently powerful substance to 
produce death when it is given in large doses, but 
this is only likely to occur when it is used for 
criminal purposes. There are a few well-known 
instances in which death has resulted from the 
administration of digitalis, and one celebrated case 
where it was given with murderous intent. The 
fatal effects of digitalis when given in very large 
doses, either criminally or accidentally, are exerted 
mainly on the nervous system and on the alimen¬ 
tary canal, and only to a certain extent on 
the circulation. Digitalis, you must never forget, 
is an irritant, and this is one of the facts which we 
are rather liable to forget with reference to 
this drug. It is even slightly irritant when it is 
applied locally to the skin. It is very obviously 
irritant to the mucous membrane, for instance 
such a membrane as the conjunctiva. When 
large doses of digitalis are taken internally, not 
medicinally, but in poisonous doses, it produces 
effects somewhat similar to those of ordinary 
gastro-intestinal irritation ; violent vomiting, violent 
diarrhoea, and death may occur from these. In 
addition it produces effects on the nervous system, 
the most marked of which is, in the early stages, 
delirium ; after that, great depression of the nervous 
centres, and collapse; and finally cessation of the 
respiration. In other words, apart from its irritant 
action, digitalis is a protoplasmic poison, and it 
destroys the activity of the highest centres first, 
and then progressively affects the lower ones. 
Although the most marked effects of digitalis as a 
therapeutic agent are unquestionably on the heart, 
in poisonous doses it does not always produce 
death—at any • rate in man and the highest 
mammals—from its action on the heart, but it 
may bring about death from its effects on the 
nervous system, for instance on the respiration as 
one of the nervous centres; also from the serious 
collapse and prostration that its poisonous action 
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entails and the depression resulting from the violent 
vomiting and diarrhoea. Along with these effects, 
another effect which I may draw attention to is 
that it very seriously diminishes the quantity of 
urine; and in fatal doses it may cause complete 
suppression of the urinary function. That is of 
no very great importance in cases of criminal 
poisoning or in accidental poisoning, but it is an 
action of some importance in regard to the less 
severe forms of poisoning that we are liable to see 
as a result of its medicinal administration. When it 
is given in smaller quantities, we will say for 
therapeutic purposes, in the ordinary dosage, and 
the administration of the drug is continued for 
some time, and the practitioner forgets its cumu¬ 
lative action, then the toxic effects which are 
produced are of the same kind as those I have 
mentioned to you, but less severe. For instance, 
delirium is not uncommonly seen in heart cases as 
a result of the administration of digitalis. Similarly 
vomiting may occur and suppression or diminution 
in the quantity of urine excreted. Confusion arises 
between the effects produced by the disease and 
those produced by the treatment owing to the fact 
that delirium, vomiting, suppression or diminution j 
of the quantity of urinary flow, are all of them | 
phenomena which are liable to occur in the later j 
stages of heart disease. You may sometimes find 
great difficulty in making up your mind in a given 
case of heart disease treated by digitalis whether 
the effects the patient is suffering from are dependent 
upon the disease or upon the drug. I would 
especially urge upon you the importance, when 
these symptoms are produced in the course of 
heart disease, of recognising that they may possibly 
be due to the action of the drug, and that this 
should be omitted for a time. You will understand 
that the remarks I am making about digitalis and 
its toxic effects apply equally to strophanthus 
apocynum, or convallaria, or any of the other allied 
glucosides. 

W ith this very short statement with reference to 
the toxic action of the drug, we will pass on to its 
pharmacology. Digitalis, apart from being an 
irritant, and apart from being a general protoplasmic 
poison, and therefore in certain doses arresting 
the activity of all forms of vital force, is a sub¬ 
stance that acts mainly upon muscle; that is the 
fundamental fact underlying its pharmacology. It 
has a peculiar selective action upon muscle, but in 


addition to that action it has quite a well-marked 
effect upon the nervous system. When I say it has 
a selective action upon muscle, I mean it is a 
prominent feature of its pharmacology. It acts 
upon all forms of muscle—voluntary, involuntary 
and cardiac muscle; and you must not concen¬ 
trate your attention too much on the fact of its 
| very marked action upon cardiac muscle. So you 
I may say that digitalis is a muscle poison. In 
■ certain doses, especially if applied locally to mus- 
| cular tissue, either in the form of involuntary 
| muscle in the frog or in the form of heart muscle 
in the frog, it will, in certain doses, arrest its 
I activity. Digitalis resembles the other members of 
this group in being a muscle poison, but the 
| different members of the group act on the various 
I forms of muscle in different degrees. For instance, 

! strophanthus is a very much more powerful volun- 
I tary muscle poison than digitalis is; and digitalis, 
j on the other hand, has a very much greater action 
I upon involuntary muscular tissue than strophanthus 
has. I do not mean to be understood to say that 
digitalis has no action upon voluntary muscle, and 
strophanthus has no action upon involuntary 
muscle ; I simply mean that the action of strophan¬ 
thus is more marked on voluntary muscle than that 
of digitalis, and the action of digitalis on involun¬ 
tary muscle is very much more marked than that of 
strophanthus. Both these substances have a power¬ 
ful action upon cardiac muscle. That is the first 
point, that it acts on all forms of muscle. 

Now, in lecturing upon digitalis one may say 
j that muscle may be *said to have three forms of 
j activity—the property of rapidity of contraction, 

1 which is most highly developed, of course, in 
' voluntary muscle ; the property of tonic contrac¬ 
tion, which is most highly developed in involuntary 
I muscle; and the property of rhythmic contraction, 
which is most highly developed in cardiac muscle. All 
muscle, whether voluntary, involuntary, or cardiac, 
possesses these three properties of rapidity, tonic 
contraction, and rhythmic contraction, in different 
| degrees of perfection. Digitalis is a substance 
| which acts more especially on the tonic contraction 
j of muscle and on the power of rhythmic contraction; 

! and in lecturing on digitalis one puts in the fore¬ 
front as the most striking of its actions the property 
it has of increasing the tonic contraction of muscle, 
whether it be heart muscle or whether it be in¬ 
voluntary muscle. And that is really the point I 
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want to insist on most strongly, because there is a on the other hand, the tonic contraction of the 


great tendency, both in books and elsewhere, to lay 
undue stress on its influence on rhythmic activity, 
and to impute all the benefits of its action in j 
disease to its effect on rhythmic activity ; whereas I ( 
think I can assure you that many of the beneficial 
effects which it produces in disease are dependent I 
not on that, but on its action on tonic activity. To 
take the case of the frog heart as the simplest on 
which to demonstrate the effect of digitalis. If you 
cut out the heart of a frog and have it beating in a 
w r atch glass, and apply to the ventricle a small 
quantity of digitalis, you will see that that portion 
of the ventricle to which digitalis is applied be¬ 
comes hard and rigid, and persistently contracted, | 
and the rest of the ventricle of the frog goes on 
beating. If you apply digitalis to the whole of the j 
ventricle, there is no very great difficulty in arresting 
the frog heart in the condition of extreme systolic 
contraction ; and, as I have already mentioned, 
that, I think, is the most important and the typical , 
action of digitalis—the one to put in the forefront 
of all descriptions of its pharmacology. If you 
give digitalis in sufficient amount to arrest the 
frog heart in this condition of extreme systolic 
contraction, the heart is not dead, it is not killed, 
and that is shown by the fact that if you tie ! 
it on a cannula and distend the interior of the , 
heart with salt solution, or any innocuous fluid, to ' 
overcome the rigid contraction, the heart will 
begin to beat again. So it is not that digitalis has j 
killed the heart and thrown it into a state of rigor 
mortis, but that the digitalis has increased the 
tonic contraction of the heart to a sufficient degree 
to annul its rhythmic activity; because clearly, if 
it is persistently contracted you cannot have the | 
rhythmic activity. If you apply your digitalis in j 
smaller quantity either to the entire frog or to the I 
heart, with or without cutting it out of the body, j 
you will then find that in smaller quantities the ^ 
digitalis has other effects—that, for instance, it I 
slows the beat, and it increases the force of the j 
individual contractions. It is easy, by proper j 
experiments, to prove that there is a double effect | 
produced by the drug—one on the nervous 
mechanism of the heart, and the other on the 
muscular substance of the heart; that the inhibitory 
mechanism both in the medulla and in the end 
organs in the heart are stimulated by the digitalis, i 
and that thereby a slow rhythm is produced. Also, | 


ventricle and the force of the individual beats of 
the ventricle may be increased, so that there is a 
slow powerful rhythm, and an increased individual 
output in each systolic contraction. It is easy to 
show that slowing is produced through the nervous 
mechanism, because if you atropinise the heart 
first of all, then digitalis will fail to produce this 
effect. After putting in the forefront the fact that 
digitalis increases the tonic contraction of the 
heart muscle, the second thing to lay stress on is 
that the action of digitalis upon the heart is a 
double one; the effects are in part produced by 
the action on the nerve centres, peripheral and 
central, and part of the action is produced on the 
muscular substance of the organ. 

When you pass from considering the simple 
heart of the frog to the mammalian heart you find 
the action of digitalis is somewhat more compli¬ 
cated. In the first place, it is impossible to arrest 
a mammalian heart in systolic contraction. 
Whether you give a single large dose, or small 
doses frequently repeated, the mammalian heart is 
arrested in a condition of diastole, and this is no 
doubt dependent upon several causes. Amongst 
others, it is dependent upon the fact that the 
nervous mechanism is much more complicated in 
the mammalian heart than it is in the frog heart; 
and it is also possibly dependent on the fact that, 
as has been suggested by some observers, digitalis 
leads to the production of toxic materials in 
the heart, either from itself or from the heart 
muscle as a result of its action on the heart, and 
that these substances arrest the heart in diastole. 
Anyhow, you find that striking difference, that the 
mammalian heart is stopped by the drug in 
diastole, and in the frog it is stopped in systole if 
you apply a single maximal dose. In the mammal 
you have further to remember that the inhibitory 
mechanism is not only much more highly devel¬ 
oped than in the frog, but that it is much more 
specialised in the auricle; and that the auricle, 
although a muscular structure, is essentially a 
structure in which the inhibitory mechanism is 
very highly developed ; and hence you can under¬ 
stand how it comes about that the action of 
digitalis on the auricle is different from its action 
on the ventricle. The result on the heart, par¬ 
ticularly if large doses are employed, is very 
curious, inasmuch as it involves a struggle between 
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the effects produced on the auricle in one direction, 
and the effects produced on the ventricle in 
another direction. We will consider each of these 
separately. 

If small doses of digitalis are given, the ventric¬ 
ular effect undoubtedly preponderates, and you 
get a slow, powerful beat with a considerable 
increase in the length of the diastole, and the 
output at each beat of the heart may be increased 
by as much as half. The slowing is a question of 
inhibition, and the increased force is a question of 
the direct effect produced on the muscular sub¬ 
stance of the ventricle. If the auricle be examined 
at the same time, it will be found that very 
commonly the auricular beats do not undergo any 
increase in the force, and, if anything, that the 
auricle becomes rather more distended and dilated 
than it does normally ; in other words, that the 
inhibitory mechanism in the auricle is more 
stimulated than in the case of the ventricle. I 
think you will see that if the substance stimulates, 
on the one hand, the inhibitory mechanism, 
tending, of course, to slow the heart and to 
produce a condition of auricular dilatation ; and if, 
on the other hand, it tends to increase the force of 
the activity of the individual muscular fibres, it 
will result that the beat of the ventricle will be 
increased in force, but the beat of the auricle may 
be diminished in force owing to the increased 
degree of distension present. It is quite a familiar 1 
observation in animals under the influence of ' 
large doses of digitalis to see that the auricle 
becomes overdistended, and does not empty itself ( 
as perfectly as it does under normal circumstances. 

If still larger quantities of digitalis are given, an 
irregular rhythm in the heart is produced, and this i 
irregularity may take one of two forms : it may take 
the form of a simple disturbance of rhythm, so that 
some beats are dropped, or more commonly, par¬ 
ticularly if large doses are used, the irregularity may 
affect also the force of the beats ; that is to say, 
not only are beats dropped, but the beats that do 
occur are of different degrees of strength. This 
irregularity in the cardiac rhythm is dependent 
upon the opposite effects which are produced by 
the drug on the auricle and on the ventricle. You 
can see that if the inhibitory mechanism of the 
auricle is profoundly stimulated, and if the beats of 
the auricle tend to become diminished in force, 
what the physiologist talks of as the independent 


rhythm of the ventricle may manifest itself; and 
once that does so, then, of course, you get what is 
spoken of as an irregularity, because one beat in 
the ventricle is at the proper independent rhythm 
of the ventricle, and perhaps the next beat which 
occurs is one which has been transmitted from the 
auricle. If the auricular beat is feeble it may come 
about that one ventricular beat is powerful and the 
next feeble, so that the irregularity which is a most 
marked feature of digitalis poisoning in the human 
subject as well as in animals—in slighter degrees in 
man—is dependent upon the want of coincidence 
between the due sequence of the auricular and 
ventricular beats, and is due to the manifestation 
of the independent activity of the ventricle. If 
you like to put it into physiological language, you 
may say that the result of the toxic action of digi¬ 
talis is to produce a block at the auriculo-ven- 
tricular groove. The greater the toxic action of the 
digitalis the greater the irregularity, so that in the 
slighter forms of it you get irregularity, but all the 
ventricular beats are of the same strength. If more 
digitalis be given, you get groups of beats—that is 
to say, four or five ventricular beats, then an arrest, 
and then four or five more ventricular beats; and 
if still more digitalis be given, you get such an 
extreme form of irregularity that no two consecu¬ 
tive beats are of the same force. In extreme 
instances in the laboratory, by giving digitalis you 
may get delirium cordis produced, the true heart 
delirium. It was thought at one time that under 
the influence of poisonous doses of digitalis the 
two ventricles might be differently affected, and 
that one ventricle might go on beating more or less 
normally, and that the other might beat abnor¬ 
mally. That idea arose from the extraordinary ap¬ 
pearance of the heart produced by the irregularity. It 
has been shown by a number of experiments that the 
force of the beat of the two ventricles may be modi¬ 
fied : the right ventricle may be beating strongly and 
the left ventricle feebly, the next beat of the left 
ventricle strongly, and the right feebly ; but there is 
no asynchronism between the beats. That is rather 
important. The muscular tissue of the two sides 
of the heart may be affected to a different degree; 
but the nervous mechanism of one side is never 
affected independently of that on the other; and it 
is a point of some interest that the action of the 
drug on the muscular tissue of the auricle and 
' right ventricle and left ventricle should be a little 
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different, but there is no difference whatever as 
regards the effects produced on the nervous 
mechanism of the two sides. So that the appear¬ 
ance of irregular action on the two sides of the 
heart is spurious, and is dependent on the different 
degree of the force of the beats, and not on any 
difference in the time relations. 

Digitalis has a very profound action on arterial 
muscle, and when it is administered, the blood 
pressure rises. Although at one time it was sup¬ 
posed that the rise of pressure was dependent on 
the increase in the force of the heart beat, observers 
in the laboratory have confirmed the initial obser¬ 
vations upon digitalis clinically, i.e., that it pro¬ 
duces effects on the blood-vessels; and every 
practical physician knows that he can tell within a 
considerable degree of accuracy whether a person 
is, or is not, taking digitalis simply by feeling his 


I want to impress upon you that there is no 
evidence—and I say it specifically because you 
will find contrary statements in books—there is no 
evidence to show that digitalis produces any other 
effect upon any set of vessels than contraction. 
In many books dealing with the pharmacology of 
this substance you will find it stated that digitalis 
is not only diuretic but that it produces dilatation 
of the renal arteries. There is no experimental 
basis for that statement. The statement has been 
made simply owing to the fact that under the 
influence of digitalis the flow of urine is increased 
under certain circumstances; and it has been 
assumed that, therefore, the renal vessels undergo 
dilatation. If you examine the question experi¬ 
mentally you will find that digitalis in all doses 
produces constriction of the renal vessels. So the 
renal vessels, the splenic vessels, the limb vessels, 


pulse; the effects are quite sufficient to produce 
changes in the pulse which can be detected by the 
finger. The effects of digitalis on the arteries are 
very marked, not only in amount, but also, what is 
perhaps more important, in duration ; digitalis pro¬ 
duces constriction of the arteries, very considerable 
in degree, and very lasting in time, and the high- 
tension pulse such as is produced by digitalis may 
be detected by the finger for several days after the 
cessation of the administration of the drug. The 
constriction of the arterioles produced by digitalis 
is mainly due to the direct action of the drug on 
the muscular coat, and is not an action produced 
by an increase in the activity of the vaso-motor 
centre. If you take an animal and send an artificial 
circulation through a severed limb for instance, or 
through an extirpated organ and add digitalis to 
the circulating medium, it can be shown that the 
blood-vessels undergo constriction. Or you may take 
the frog, for instance, and destroy the entire nervous 
system, including the brain and the spinal cord, and 
cutout the heart if you like, and then send an arti¬ 
ficial circulation through the arterial system and let it 
drip out from the veins ; and if you add digitalis to 
the fluid which you are passing through, it can be 
shown that the rate of flow through the vessels is 
altered. It can be shown, therefore, that the drug 
contracts the arterioles by direct local action. The 
same thing can be seen by putting an arm, or leg, 
or the kidney, or the spleen into an oncometer 
and seeing that constriction of the vessels still 
occurs on the severance of the nerves. And here 


the abdominal vessels, the pulmonary vessels, all 
these vessels can be shown by suitable experi¬ 
mental methods to undergo constriction under the 
influence of digitalis. What happens to the 
cerebral vessels we do not know. Whether 
the cerebral vessels are constricted by digitalis 
we do not know at present, and therefore that is 
an open question, for I am not aware that observa¬ 
tions have been made to settle that point. You 
know that the state of the cerebral vessels when 
other vessels of the body undergo constriction is 
often one of dilatation, owing to their being over¬ 
powered by the rise of blood pressure produced in 
other regions. But except the cerebral vessels, 
which may or may not be affected, all the vessels 
of the body which have been experimented upon 
show that the drug produces constriction. In the 
case of the cerebral arteries, even if dilatation 
occur, it would only be because the constriction 
produced was overpowered by the rise of blood 
pressure produced by constriction in the body 
generally. In the case of the kidney, which is the 
only one of any importance owing to its action as a 
diuretic, there is no evidence that the drug causes 
dilatation. This constriction of vessels produced by 
digitalis leads to a notable rise of blood pressure, 
and the characteristic effect of the drug, therefore, 
is a rise of blood pressure accompanied by an 
arterial constriction and by a slow-beating heart. 
And I would like to state here, as I have stated 
before, that digitalis is a substance which raises 
the blood pressure in what may be called a physio¬ 
logical manner. You know from your physiology 
that the blood pressure is raised always by a 
central and a peripheral cause; it is never raised 
simply by increasing the force of the heart, or by 
increasing the peripheral resistance; blood pressure 
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is always raised by both these phenomena occur¬ 
ring at the same time, and the arterial constriction 
is accompanied by a slowing of the heart and an 
increase in the force of the individual beats. 

With regard to other effects of digitalis, the 
most important is its diuretic action. Digitalis 
has no influence as a diuretic in health ; digitalis 
does not increase the flow of urine in health ; and 
in that respect it differs very markedly from caffein. 
Digitalis increases the flow of urine very notably 
in certain diseased conditions, especially in 
diseased conditions in which the efficiency of the 
circulation is impaired. And in case one has not 
time to go into it more carefully, I will state here 
that what digitalis really does is to increase the 
efficiency of the circulation through an organ; it 
increases the rate of flow, and therefore it will 
increase the elimination of urine simply because it 
improves the circulation through the kidney, when 
the circulation through the kidney is impaired, as 
it commonly is in heart disease and other 
diseases in which there is increased venous 
pressure. The drug is not really a diuretic, 
because it does not increase the flow of urine in 
health; and not only is that the case, but digitalis 
in large doses will, as I have mentioned, diminish 
the quantity of urine, and in very large doses it 
will cause suppression. 

Digitalis is held to have a slight effect in reduc¬ 
ing temperature, especially in disease—in other 
words, it has a slight antipyretic action—but this 
action of digitalis is really dependent upon it 
being a protoplasmic poison; it has not any 
special antipyretic action. 

Those are the main points in the pharmacology 
of digitalis, and I have left to the last the one 
which is rather difficult to explain. 

Under normal healthy conditions, sudden 
changes in the posture of the body are not 
accompanied by any unpleasant consequences. 
There is no feeling of faintness or any dis¬ 
turbance of the circulation in a perfectly 
healthy person in passing from the recumbent 
to the upright posture. But in slight departures 
from health the vascular system does not adapt 
itself readily to these changes, and we are all of us 
more or less familiar with the fact that if we are 
recovering from an illness, severe or slight, there is 
commonly a feeling of faintness in getting out of 
bed, which we explain as vaso-motor syncope. I 
want to especially warn you that that is a thing 
which is liable to occur under the influence of 
digitalis. It is very difficult to understand, and I 
have not in my mind any clear explanation of it. 
It is well known that persons who are fully under 
the influence of digitalis, if they pass suddenly 
from the recumbent to the upright posture, are ex¬ 
tremely prone to suffer from syncope, and.even 
fatal syncope; and many a person with heart dis¬ 
ease has died suddenly from a rapid change of 


posture. It is possible that in some instances this 
is dependent in some inexplicable way on the 
action of the digitalis. You know that in passing 
from the recumbent to the upright posture, or vice 
versa , there are a number of complex reflexes 
which take place between the vaso-motor system 
and the heart; certain vessels are contracted, or 
the heart is quickened or slowed. And it would 
seem that under the influence of digitalis these 
regulating mechanisms do not occur, and as I have 
said, fatal syncope has occurred. Most persons 
who are taking large doses of digitalis are also 
suffering from heart disease, and so you can see 
that the fatality may be due to the heart disease, 
but it is possible that it is sometimes a pheno¬ 
menon associated with the digitalis. 

Hence in addition to its toxic and cumulative 
action, the administration of digitalis is liable to 
be accompanied by some disturbance of these 
reflex regulative mechanisms, so that possibly fatal 
syncope may take place on sudden changes of 
posture. 

Strophanthus has an action on the heart very 
similar indeed to that of digitalis. You may say 
practically that it is identical, except that strophan¬ 
thus is a more? poisonous substance than digitalis ; 
it has also a more powerful action as a muscle 
poison than digitalis. Strophanthus has extremely 
little action on the arterial muscle; so that if you 
inject strophanthus into an animal the rise of 
blood pressure which is produced is quite insig¬ 
nificant, and is almost entirely due to the cardiac 
action of the drug, increasing the force of the 
heart beat. I do not think it would be absolutely 
correct to say that there is no constriction at all 
produced. If you examine organs with the 
oncograph, you will find that the administration is 
followed by a very slight constriction; but it is 
totally different to the digitalis effect. It is cer¬ 
tainly very equivocal, and you may take it that, 
practically speaking, strophanthus has no appre¬ 
ciable action on involuntary muscular tissue. 
When strophanthus was first introduced into 
medicine, this fact, that it slowed the heart and 
did not constrict the arterioles, was made use of 
as an argument that the substance would be more 
useful than digitalis: because it was argued—and 
I am quoting this to show you the absolute futility 
of arguing about these matters instead of experi¬ 
menting—it was argued that you gave these drugs 
to slow the heart, and that digitalis increased the 
arterial resistance; and therefore you are giving 
the heart more work to do when it has already got 
too much work to do. A person with heart 
disease has a heart which is failing owing to the 
fact that it is unable to meet the strain; and then 
it was argued that giving digitalis increased the 
peripheral constriction, and therefore it did so 
much harm. If this reasoning was correct it was 
really a wonderful thing that digitalis ever did any 
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good, seeing that it increased the work of the 
heart. Strophanthus was supposed to be immensely 
superior, because it slowed the heart and did not 
contract the peripheral arterioles, and it was said, I 
“ Here at least we have a drug which will do exactly 
what we want.” As a matter of fact strophanthus | 
has not been a great success; physicians do not 1 
use strophanthus to the extent they use digitalis. 
And on the whole strophanthus does not give such 
good results as digitalis. So there must be some¬ 
thing wrong in the reasoning, since digitalis 
theoretically seemed to be quite unsuitable, but in j 
practice was very suitable; strophanthus was 
theoretically suitable, but practically was a failure. 
The failure of strophanthus is not entirely to be 
imputed to its toxicity ; it is not due to the fact that 
it is a violent muscle poison, because one does not 
give it in sufficient doses to produce that effect; 
and strophanthus is not a greater intestinal irritant 
than digitalis. My own feeling about the matter— 
the reason why digitalis succeeds where strophan¬ 
thus fails—is that these patients with heart disease 
are really dying and suffering because their 
blood pressure is failing. You must not concen- I 
trate . your attention on the heart; you must 
remember that the heart is only an-apparatus to 
get up a blood pressure. The cause of the circu¬ 
lation is the blood pressure, and not the beat of 
the heart. You can conceive of a circulation with¬ 
out a heart, but you cannot conceive of a circulation 
without blood pressure. So in the case of these 
people with heart disease, their circulation is failing 
because their blood pressure is failing. That is 
the way to look at it; and digitalis, as I mentioned 
a few minutes ago, raises the blood pressure in a 
physiological manner, but strophanthus does not. 
And so it comes about that this may be the expla¬ 
nation—I do not say it is a complete explanation, 
but it is a partial one—of the undoubted fact that 1 
digitalis is far more successful in the treatment of 
heart disease than strophanthus is. It is only right 
to say that every now and then you may see a 
patient for whom digitalis, for some reason or other, 
is not suitable. The patient is unable to take it, 
for it does not produce good results ; and you may 
then perhaps get beneficial results from strophan- i 
thus. I cannot recall a case of heart disease any 
time within the last five or ten years which has 
fallen under my observation which has failed to be 
relieved by digitalis and has been relieved by 
strophanthus ; but I have a patient under my care 
at present in the hospital in whom no great relief 
has been obtained by digitalis, but in whom no 1 
relief has been obtained by strophanthus either. 1 
I would conclude by pointing out that in my 
opinion the value of digitalis as a therapeutic 
agent is increased rather than diminished by the 
fact that it raises the blood pressure and contracts 
the peripheral arterioles, and that it does not at j 
all follow that you have increased the work which | 


the heart has to do. This may be neutralised, so 
to say, by the slowing which has taken place, and 
the less stagnation and the more perfect emptying 
of the cavities of the heart may have eased the 
heart a great deal more than the increase in blood 
pressure has increased its work. 

I want to close this lecture by saying a very few 
words about the effects of digitalis on the tonic 
activity of the heart. I want to impress upon you 
that the heart during life is never relaxed ; that at 
the end of diastole it is still contracted to a 
certain extent, and that this degree of contraction 
of the heart is most important, inasmuch as it 
determines the amount of blood which shall enter 
the heart during diastole. If too much blood 
comes into the heart during diastole, of course the 
heart will not only get over-distended during dia¬ 
stole, it will be unable to empty itself during systole, 
and that is exactly what happens in heart disease, 
where, from a variety of causes, the diastolic 
mechanisn is interfered with and the heart becomes 
over-distended in diastole. In such a case you 
get stagnation, and the circulation goes wrong. So 
in thinking about disturbances of circulation, you 
must not concentrate your attention on the systolic 
period; you must bear in mind that during diastole 
the degree of tonic contraction of the heart wall is 
a most important factor, and that if for any reason 
this goes wrong and the heart becomes dilated as 
we say, the circulation immediately goes wrong, 
and the most disastrous results occur. The great 
therapeutic value of digitalis, to my mind, is not 
merely that it slows the heart (that is a very con¬ 
venient method of determining whether digitalis is 
acting or not, because you have only to count the 
pulse); the great value is that it increases the tonic 
contraction of the heart and diminishes the size of 
the ventricular chambers, and in that way regu¬ 
lates the inflow of blood during diastole, and it 
therefore determines the quantity of blood which 
shall leave the heart in the next succeeding systole. 

So putting the things in the order of their im¬ 
portance, I would say that the most important 
action of digitalis, and its most characteristic 
action, lies in increasing the tonic contraction of 
the heart; that a very important action is the con¬ 
striction of the blood-vessels; and that in addition 
it has an important action in slowing of the rhythm 
and increasing the force of the beat. That is the 
order in which I should put its effects. 

Finally you should remember that digitalis is not 
a substance which will produce slowing of a quick 
pulse always; it depends entirely on what is the 
cause of the acceleration. Digitalis has no influ¬ 
ence, practically, in slowing a pulse of febrile dis¬ 
ease, and it has very little influence in slowing a 
pulse quickened by nervous excitement; but it has 
a very profound influence in slowing a pulse which 
is quickened from disease of the muscular mechan¬ 
ism of the heart. 
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THE DIASTOLIC MURMUR 
OF HIGH TENSION IN THE 
PULMONARY ARTERY. 

Delivered at the Brompton Hospital for Consumption and 
Diseases of the Chest, 

By H. BATTY SHAW, M.D., 

Assistant Physician to the Hospital, and to University 
College Hospital. 


Gentlemen, —The detection of diastolic murmurs ! 
proves to be one of the earliest difficulties to the | 
student in the investigation of cases of cardiac 
disease, and it is a very common experience that 
such difficulty continues even after careful study of ^ 
many cases. I 

Before the introduction of auscultation as a j 
means of elucidating the particular morbid con- ■ 
dition of the heart, the greatest confusion existed, j 
It is true that much may be learnt without an 
appeal to the stethoscope, but it is equally true 
that the stethoscope is an invaluable aid in deter¬ 
mining which is the particular valve affected. ^ 
In the case of tricuspid incompetence, it is often ' 
difficult to establish a diagnosis by means of the , 
stethoscope, and recourse must be taken to the ! 
careful examination of the veins of the neck, to 
the condition of the liver, kidneys, alimentary ( 
tract, etc., in order to decide whether this condition j 
exists or not. The murmur of tricuspid regurgita- | 
tion is very frequently conspicuous by its absence. 1 
It is this fact which accounts for the extraordinary 
frequency with which this valvular defect is found 1 
at autopsy, and yet has not received due con- ; 
sideration at the bedside. It is taught that mitral 
disease is much more often associated with dropsy I 
than is aortic disease; this is not due to the mere I 
implication of the mitral valve, but to the fact ! 
that when the mitral valve becomes incompetent, » 
the heart has a less number of lines of defence 
existing between the valvular defect and the venous 1 
system ; when once the tricuspid valve fails, then | 
the development of dropsy is a certainty unless | 
the heart disease is properly treated. 

It is quite true that tricuspid regurgitation due 1 
to mere dilatation of the orifice is frequently over- i 
looked at the bedside, and the same may be said j 
of functional leakage at the pulmonary and aortic 
orifices. This lecture is more particularly directed 


towards a discussion of the means of detecting 
the leakage occurring at the pulmonary orifice ; 
the diagnosis of such a condition depends almost 
entirely upon the recognition of a “murmur of 
high pressure in the pulmonary artery,” first 
described as such by Dr. Graham Steell in 1881. 
This murmur is diastolic in time, and may be 
heard to the left of the sternum in the second 
intercostal space, or even in lower spaces, or at the 
lower end of the sternum, or midway between the 
left edge of the sternum and the nipple line in 
the second, third, or even fourth intercostal spaces. 
Recently Dr. Bryant has published in the ‘ Guy’s 
Hospital Reports,’ vol. lv, p. 81, an elaborate paper 
dealing with the subject, and brings forward both 
pathological and clinical evidence in support of 
Graham Steell’s contention that such a murmur 
exists. 

It is admitted that pulmonary regurgitation, in 
itself, gives rise to no particular symptoms, and it 
may, therefore, be felt that it is unnecessary to 
attempt to establish this lesion as a well-marked 
clinical occurrence. Such a view is, however, 
unwise, firstly, because no sign in disease should 
be neglected; and secondly because, from the 
practical point of view, an attempt must be made 
to distinguish this murmur from that of aortic 
regurgitation, which it closely simulates, for this 
latter valvular defect is one of the gravest ones met 
with in the study of cardiac disease. 

The pulmonary diastolic murmur of high tension 
may be met with in any condition in which the 
onward progress of the blood in the pulmonary 
artery is interfered with; in just the same way as 
water-logging and cyanosis may occur as the 
result of chronic bronchitis and emphysema, 
identical with that met with when tricuspid 
regurgitation occurs as a result of valvular defect 
in the left side of the heart, so too the pul¬ 
monary regurgitant murmur of high tension may 
occur from impediment to the due propulsion 
of blood from disease of the lungs through 
the pulmonary vascular channels. The present 
lecture, however, does not deal with these 
cases: the cases presently to be brought 
forward for consideration are cases in which a 
pulmonary regurgitant murmur exists dependent 
upon disease of the mitral valve : these cases 
have at one time or another been diagnosed by 
various observers as cases of aortic regurgitation 
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complicated by the presence of mitral stenosis, 
and it is with the idea of endeavouring to put 
before you various means of distinguishing be¬ 
tween a functional pulmonary regurgitant con¬ 
dition and an organic aortic regurgitant one, 
that this lecture is given. 

To begin with, it must be at once admitted 
that it is possible for organic aortic and mitral 
disease to occur in one and the same individual, 
and to particularise more closely still, it must 
be admitted that aortic regurgitation and mitral 
stenosis have been frequently met with combined. 

This statement is necessary because when the 
latter combination does exist, the heart may not 
reveal so completely to the observer the various 
physical signs met with when there is only aortic 
regurgitation or mitral stenosis. 

The following description is fairly representative 
of cases of simple aortic regurgitation. The 
patient is usually a male adult who has been ex¬ 
posed to the ordinary causes of vascular and val¬ 
vular disease—alcoholism, laborious occupation, 
gout, plumbism, and syphilis. In some cases the 
patients are much younger, and may be women or 
even young girls, or acute rheumatism may have 
been the cause of the valvular defect. The patient 
afflicted with aortic regurgitation often shows signs 
of vascular degeneration : he is spare in habit and 
pale in complexion ; he complains of weakness, 1 
and especially of dyspnoea on exertion ; he may 
suffer from anginal attacks ; cedema, cyanosis, 
bronchitis, etc., are usually not common features 
until the aortic disease has been succeeded by 
other valvular defects ; the pulse is regular in force 
and rhythm, and presents the character usually 
knows as “water-hammer” or “collapsible” first j 
described by Corrigan. A capillary pulsation is 
readily brought out by friction of the forehead; 
the vessels of the neck pulsate markedly not only 
in the region of the carotid triangle, but over an 
area reaching from the sterno-clavicular articula- j 
tions to the lobules of the ears; the impulse of | 
the heart is often forcible and frequently localised, ] 
the maximum, however, being displaced down¬ 
wards and outwards, and there is an increase of | 
the cardiac dulness to the left. On auscultation a 
murmur is heard in various stages of diastole at a 
maximum either at the right of the sternum at the | 
aortic cartilage or the space below it, or to the left | 
of the sternum ; a diastolic murmur as well as a , 


i systolic one may be heard over the arteries of the 
neck or over such large vessels as the femoral 
artery (Duroziez). It is not correct to say in 
! these cases that the pulmonary second sound is 
unimpaired, for, as has just been stated, the aortic 
diastolic murmur is very often heard at a maximum 
at the very spot usually selected for the estimation 
of the character of the pulmonary second sound, 
viz., the third intercostal space near the sternum, 
so that the pulmonary second sound in these cases 
may appear to be altered. 

Considering next the characteristics of a patient 
who reveals signs of functional pulmonary regurgi¬ 
tation, there are very few’ signs and symptoms 
which may be brought forward as peculiar to this 
condition. The picture presented by the cases pre- 
| sently to be examined is that of mitral disease, 
possibly regurgitation alone in one case, or, as is 
mostly the case, regurgitation is combined with 
obstruction. These patients have suffered from 
scarlet fever, acute rheumatism, growing pains, or 
chorea. They are mostly young subjects, especi¬ 
ally young women. They suffer, especially in the 
winter, with cough, and there are signs of bronchitis; 
they are cyanosed, or present a high-coloured com¬ 
plexion ; occasionally they become jaundiced and 
even dropsical. One case requiring immediate 
relief in hospital presents an enlargement of 
the liver and the organ pulsates. Frequently 
there is dyspeptic trouble, and the urine be¬ 
comes scanty and high-coloured, and presents 
other characteristics indicative of passive con¬ 
gestion of the kidneys; the pulse is irregular, 
and missing of the cardiac beats at the 
wrists is very common; arterial disease is ex¬ 
ceptional ; the veins at the root of the neck are 
engorged, the impulse of the heart is diffuse in 
some cases, in others is but little displaced: en¬ 
largement of the heart to the left and to the right 
is frequent and pulsation may be seen in the 
second, third, and fourth left intercostal space 
near the sternum. The ordinary signs of single 
or double mitral disease are present, as shown by 
thrills and murmurs. A feature occurring in some 
of this class of cases, though also it is said met 
w ith in some cases of aortic regurgitation, is one 
of particular interest, and that is haemoptysis : 
haemoptysis in mitral stenosis is common ; it may 
be from general congestion of the pulmonary 
circulation, but when abundant and acute in onset 
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and associated with pain in the chest and a patch 
of dulness in which the breath sounds are altered 
and local resonance increased, is frequently de¬ 
pendent on the formation of a pulmonary infarct. 
Probably these infarctions or apoplexies are due to 
thrombosis occurring in patches of atheroma which 
are so frequently developed in the pulmonary 
artery in cases of mitral stenosis (Dittrich); in 
following up the thrombus in the pulmonary artery 
in fatal cases it may be found that the initial part 
of the thrombus has its origin at the seat of a patch 
of atheroma. As above stated it has been said 
that certain cases of aortic regurgitation may 
develop haemoptysis, but it is difficult to see how 
this can occur in such cases, and it is quite possible 
that such cases were really ones of pulmonary 
regurgitation, because a case will be presently 
shown, which was labelled aortic regurgitation 
because of the presence of a diastolic murmur to the 
left of the sternum ; no other murmur was audible 
at the apex, but on taking the precaution of making 
the patient rest recumbent for a short time, double 
mitral murmurs became audible and confirmatory 
evidence of aortic disease could not be obtained. 

This sudden onset of haemoptysis, though not a 
sign of pulmonary regurgitation, but of atheroma 
of the pulmonary artery and infarction, may at any 
rate arouse your suspicions of high tension in the 
pulmonary artery and so direct more attention to 
the detection of a diastolic murmur over the 
pulmonary artery. 

As has already been stated there are no sym¬ 
ptoms referable to functional pulmonary regurgita¬ 
tion per se , and as will be seen, its auscultatory 
detection is hampered by the similarity of the 
murmur to that of aortic regurgitation. Gerhardt, 
however, states that a pulmonary regurgitant 
murmur is increased in expiration, and interruption 
of the vesicular sound may be heard during inspira¬ 
tion at the right scapular angle. 

Keeping before you these broad distinctions 
between cases of aortic regurgitation and pul¬ 
monary regurgitation, it would be comparatively 
easy to distinguish between these uncomplicated 
cases, /. e. where only aortic regurgitation or only 
mitral disease exists. A word or two is necessary 
at this stage respecting the value of the Corrigan 
pulse and capillary pulsation : both these signs 
may occur though to a less degree in health; the 
radial pulse of a healthy individual will show 


changes similar to those met with in aortic regurgi¬ 
tation, when the arm is raised or depressed; a 
healthy individual after a full meal, when the 
splanchnic area is engorged as part of the process 
of digestion, will show lowered arterial tension and 
in such a person there may be readily produced a 
capillary pulsation. With regard to the vascular 
diastolic murmur described by Duroziez, it must 
also be admitted that frequently in undoubted 
cases of aortic regurgitation, this murmur is not 
heard; however, when it is heard it is almost 
certain that aortic regurgitation is taking place. 

When both aortic regurgitation and mitral 
stenosis are present it is obvious that the correct 
interpretation of the seat of origin of a diastolic 
murmur to the left of the sternum is very diffi¬ 
cult, but fortunately in such a case, from the 
practical point of view, it is purely an academical 
question, and this brings us to the main point of 
this lecture. There are two discordant views as to 
the use of digitalis and other members of the 
digitalis group in cases of aortic disease : by some 
its use in such cases is entirely discouraged in 
either small or massive doses, and those of you who 
have witnessed the sudden fatal collapse of certain 
cases of heart disease when treated with digitalis, 
a catastrophe which is well known, will naturally 
hesitate to use digitalis in aortic disease, unless 
indeed mitral defect has followed the aortic disease 
and produced the picture associated with incom¬ 
petence of the mitral and tricuspid valves. 

Hence, the great importance of correctly inter¬ 
preting the meaning of a diastolic murmur to the 
left of the sternum : if it is due to aortic disease, it 
is wise to use other cardiac agents than digitalis, 
such as strychnine, etc., but if the murmur is 
merely due to functional pulmonary leakage, then 
digitalis may be used ; or remembering that stro- 
phanthus has less general vaso-constrictive effect 
than digitalis, and therefore less likely to still 
further increase the tension in the pulmonary 
artery, it may be used in preference to digitalis. 

As a conclusion to this lecture, it may be useful 
to summarise the difficulties met with when a 
murmur of pulmonary high tension is present; a 
glance at them will suffice to show how important 
it is to properly interpret the diastolic murmurs 
heard to the left of the sternum or towards the 
xiphisternum. 

1. By reason of the presence of this murmur, 


Digitized by 


Goo t e 



236 The Clinical Journal. ] 


DR. LEONARD WILLIAMS. 


[July 13,1904. 


care is needed lest the diagnosis be made of double 
mitral disease combined with aortic regurgitation, 
instead of double mitral disease only. 

2. If the functional murmur of high tension in 
the pulmonary artery is heard, and a presystolic 
murmur is heard at the apex, there is a risk of 
describing the case as one of aortic regurgitation 
associated with a Flint’s murmur heard at the apex. 

3. If the patient be examined in the erect pos¬ 
ture, the murmur of high pulmonary tension may 
alone be heard and be translated as an indication 
of aortic regurgitation. Recumbency will, however, 
change the whole picture and reveal the presence 
of an obstructive or of a double mitral murmur. 

4. The murmur of functional pulmonary regur¬ 
gitation heard at the xiphisternum may be mistaken 
for an exocardial sound. 

5. The murmur of functional pulmonary re¬ 
gurgitation is notoriously changeable, being present 
at one time and absent at another. This has led, 
in one case at least, to the erroneous diagnosis of 
pericarditis. 

6. Finally, in cases of mitral stenosis, it is said 
that the diastolic murmur is frequently late diastolic 
or presystolic when auscultation is practised over 
the apex, and that it changes to an early diastolic 
murmur when the stethoscope is placed internally 
to the apex beat; this change is probably due to 
the loss of the audibility of a presystolic murmur 
which is strictly limited to the apex and to the 
recognition of the functional pulmonary regurgitant 
murmur which may be heard internal to the apex 
beat even as above stated at the xiphisternum. 


THREE LECTURES 

ON 

PERSONAL HYGIENE. 

By LEONARD WILLIAMS, M.D., M.R.C.P., 
Assistant Physician to the German Hospital. 


Lecture II. 

Gentlemen, —On the last occasion we discussed 
man as a working animal, and considered to what 
extent he should be a clothes-wearing animal. I 
reminded you of the saying that very few people 
were able to exercise sufficient self-restraint or self- 
compulsion to become octogenarians, and dwelt 
upon the necessity of living “ hard.” I propose 


to-day, in the light of the same formulae, to con¬ 
sider man as an oxygen-breathing animal. 

I will take for granted that there is no dispute 
about the position that no one is capable of his 
best work unless he is able to obtain air of normal 
purity, and that any habitual falling short of the 
normal lessens his powers of resistance and leads 
to disease. This normal standard is given by 
! authorities as 21 per cent, of oxygen and *04 per 
cent, of COo, and they go on to say that a rise of 
C 0 2 to *08 per cent, is distinctly harmful. The 
normal standard is obtained from the examination 
of air in the country, on mountains, at sea, and in 
open spaces of towns, and it is found to be re- 
| markably uniform in all portions of the globe, 

| inhabited and uninhabited. The air in houses 
falls short of this standard, the proportion of C 0 2 
very commonly reaching *05 per cent., and where a 
large number of people are gathered together, as 
in churches, theatres, concert rooms, and the like, 
it not infrequently reaches *08 per cent., or, indeed 
’i per cent., either of which percentages represents 
gross impurity. The degree of impurity of an 
atmosphere is stated in terms of C 0 2 because the 
amount of this gas present is comparatively easy 
of estimation. The practice has one great dis¬ 
advantage, however, which is that people are apt 
to think that the impurity consists in the presence 
of an excess of CO^ and to forget in consequence 
the far more deleterious substances which an im- 
j pure air contains. The percentage of C0 2 , it must 
I be remembered, is merely a convenient way of ex- 
I pressing a certain degree of impurity, the impurity 
| itself comprising, together with this gas, organic 
matters, watery vapour, bacteria, and decomposing 
nitrogenous materials given off by the skin and 
lungs. We are too apt, I think, to forget that 
the skin and lungs are excretory organs, or, if we 
recall the fact, we are much too prone to under¬ 
estimate both the importance and activity of these 
, functions. 

It is not needful for me to enumerate the diseases 
1 and morbid states which are directly due to vitia- 
i tion of the atmosphere. When we say that such 
an atmosphere lessens the vital resistance to the 
attacks of the bacteria, which at the same time it 
supplies in great abundance, all has been said that 
is requisite for the appreciation of the paramount 
] necessity for the maintenance in the highest possible 
j state of purity of the atmosphere in which each of 
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us finds himself. And this is a matter in which I 
think a very reasonable complaint may be lodged I 
against the profession as a whole. In spite of the | 
emphasis which has recently been laid upon the [ 
importance of fresh air in the brilliant results j 
obtained thereby in the treatment of phthisis, j 
medical men as a rule are astonishingly tolerant , 
in each other, in their patients, and in the public I 
generally of impure and vitiated atmosphere. The 
public of course are ignorant in these matters, and ! 
if we are tolerant of their ignorant practices it is j 
idle to expect them to improve, but until they | 
do improve, churches, concert rooms, theatres, j 
restaurants, to say nothing of trams, ’buses, and , 
railway carriages, will remain hotbeds of disease, ^ 
actual and potential. Now the attitude of the public I 
to this matter is bound up in its fear of draughts, j 
The admission of fresh air to a room entails a 
draught, and such is the fear of a draught that, ^ 
rather than submit to it, people will willingly risk | 
the consequences of any degree of impure air. j 
It is an illustration of the absence of self-restraint 
which militates against octogenarianism. A draught 
strikes cold upon the senses, and is therefore un- | 
pleasant. Stationary air, however foul, gives rise 
to no immediate discomfort in those accustomed 
to it; nay, in that it is warm and soporific, it is to 
some actually agreeable. So the draught is excluded 
and the air remains vitiated. 

This, I admit, is not the whole explanation of 
the obstinate and even aggressive exclusion of fresh 
air which has everywhere to be encountered. The 
objection to draughts has a stronger basis than 
mere sybaritism ; it is the result of a theory. The 
theory is a little difficult to follow, but such as it 
is I will try and enunciate it. A draught, by which 
is meant a stream of cold air entering a room, gives 
rise to a “chill.” What exactly is meant by a 
“ chill ” I have never been able to ascertain. I 
have cross-examined a great number of people who 
spoke very glibly about it, but I have never suc¬ 
ceeded in obtaining an answer which has been even 
approximately satisfactory. In my first lecture 
I referred to what in my belief this “ chill ” really 
is. I believe it to refer to the subjective feeling 
of chilliness and depression which heralds the 
onset of an acute disease, and, as was perhaps at 
one time natural, people got confused between the 
post hoc and propter hoc. These feelings of chilli¬ 
ness and depression very often, in the exanthemata 


for instance, precede the actual invasion by the 
whole period of incubation, so that a wrong ex¬ 
planation of their significance cannot be wondered 
at. Fallacies once firmly established proverbially 
die hard, and this particular one still leads a 
vigorous and destructive existence. The chili 
which is supposed to be caused by a draught is 
credited with giving rise to colds ; that is, nasal, 
laryngeal and bronchial catarrhs, and they are 
dreaded not wholly or even mainly because of 
their unpleasantness, but because of their sup¬ 
posed power in this direction. Now, these catarrhs 
are microbic in origin ; not all of them, perhaps, 
but certainly a very high proportion of them, and 
those which are not microbic are due to other 
forms of aerial irritation, so that the very surest 
way of contracting them is to sit in a warm vitiated 
atmosphere, where the vital forces are depressed 
and pathogenic germs abound. In so far as there 
is any truth in the theory that chills are the cause 
of catarrh, and I do not personally believe there 
is any, it is to be found in the excessive and un¬ 
suitable clothing to which I referred last week. A 
skin which has been deprived of its power of con¬ 
tracting to cold influences will, when subjected to 
such influences, permit of an undue escape of heat, 
and this might conceivably give rise to catarrhal 
states of the air passages. But even if this is so, 
the obvious remedy lies not in the exclusion of 
fresh air, but in a rational system of clothing. 
That the skin is unresponsive is not a sufficient 
reason for poisoning the lungs. 

One more word on the subject of draughts. 
Everyone admits that they are unpleasant, and, if 
the word is made to signify a current of air which 
impinges upon a small area of the skin for any 
length of time, then I will go so far as to admit 
that they may give rise to neuralgia, myalgia, and 
the like. But such is not the common acceptation 
of the term. It is, on the contrary’, used to denote 
a current of air of any magnitude or any velocity, 
and when so used I maintain that a draught is not 
only not injurious to anyone, but that it is actually 
the only means of healthy living. One stands in 
a draught on a steamer, one sits in a draught on a 
motor-car, in a hansom, on an omnibus, and yet 
no one is ever heard to say that such draughts are 
injurious. Unpleasant they may be, and when we 
are insufficiently clad they certainly are, but they 
are never injurious to otherwise healthy people. 
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The draughts which are caused in a room in which 
a window is suddenly opened are unpleasantly felt 
for two reasons. The one is that the room was 
beforehand outrageously overheated, so that the 
inrush of fresh air is unduly vigorous ; the other 
is that the amount of window space opened was 
unduly small. It is very hard to get people to 
realize that the wider a window is opened the less 
is the draught; the smaller the opening the greater 
the velocity of incoming air, and the greater the 
discomforts of the occupants of the room. 

If the open air treatment of phthisis has estab¬ 
lished anything, it has proved beyond all cavil that 
.currents of air are not injurious. The patients at 
sanatoria live, as I have heard it expressed, in a 
gale of wind, and you will have noticed that when 
they return from these institutions people are 
particularly intolerant of anything in the nature 
of stuffiness. These patients, we must remember, 
are what the French call “ poitrinaires ”—lung 
sufferers—and are therefore drawn from amongst 
those to whom, according to the chill theory, 
draughts are most deadly. The success of the 
open air system is in reality the reductio ad absurdum 
of the chill theory. Extreme cases are taken, not 
of the disease, of course, but of those who have 
delicate and debilitated air passages, and who are 
therefore susceptible above all others to the sup¬ 
posed baneful effects of draughts. They are taken 
generally from the heart of a draught-eschewing 
household and are suddenly, even in the depths of 
winter, deliberately and of malice aforethought, 
subjected to a system in which exposure to draughts 
is the leading and essential feature. And what is 
the result ? If there were the slightest basis of 
truth in the chill theory, they would die like flies. 
But instead of doing so they not only continue to 
live, but they increase in vigour and in weight, and 
their disease becomes arrested. Could any more 
convincing proof be afforded of the falsity of this 
ignorant and pernicious theory which is gnawing 
at the vitals of the community ? 

Nor is this essentially modern treatment of 
tubercle the only department of successful thera¬ 
peutics from which we may draw an instructive 
lesson in this matter. If you will go to Aix-la- 
Chapelle you will find that syphilis is there treated 
on precisely similar lines, and the system of treating 
syphilis at Aix is world famous. Many people 
imagine that it consists in the inunction of mer¬ 


curial ointment in conjunction with warm sulphur 
baths, and this no doubt is its most prominent 
feature. But if you will go and study the process 
on the spot you will be impressed with the number 
and minuteness of the other directions which 
patients receive. Chief among these is the very 
strict injunction to live with the open window, and 
my friend Dr. Lieven tells me that any backsliding 
in this direction reflects itself immediately and un¬ 
mistakably in the condition of the patient. The 
physicians of Aix have for generations insisted upon 
the point, and they are quite open in attributing 
no small share in the success of their system to 
the improved resisting power which the fresh air 
promotes. The open window is as much an article 
of faith at Aachen as it is at Nordrach, and those 
who Have been there for treatment are just as well 
educated on the question of ventilation as are those 
who have “ done time ” in a sanatorium. 

Now the moral of all this is simple enough. We 
cannot all live in open air sanatoria even if we 
would, but we can all imitate the conditions which 
obtain at such places, and we can do our best to 
instruct our patients how to do likewise. And not 
only can we do this, but we ought to do it. Tem¬ 
perance reformers will tell you that it is no use 
preaching total abstinence unless you are yourself 
a total abstainer. You are always being cornered 
by the anxious inquirer. And so it is with every 
creed which is devoid of superficial attractions. 
To be convincing on the subject of fresh air you 
must be a fresh air enthusiast yourself—not an 
academic believer who makes a virtue of occasion¬ 
ally sleeping with his window “ a little bit open at 
the top,” but a whole-hearted practitioner of the 
principle, who is prepared to undergo a certain 
amount of initial and occasional discomfort for 
the sake of his bodily health, a person who is 
sufficiently self-restrained and self-compelling to 
become an octogenarian. 

The advice on this question which I give to my 
patients, no matter what they may be suffering 
from, is as follows:—1. Always sleep with your 
window as wide open as you can get it. 2. Never 
if you can possibly help it remain in a room in 
which all the windows are closed. 3. Never travel 
in the inside of a bus or a tram. 4. When travelling 
by rail avoid Pul man cars, and, if you can, secure 
a corner seat facing the engine, which gives you 
the command over one window. There is, of 
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course, a good deal of demur to these recommen¬ 
dations at first, but if you are dealing with intelligent 
people and take a little trouble to explain matters, 
you will be surprised and gratified by the number 
of converts you will make. And it is not even as 
if you were urging a counsel of perfection. Let 
us take the points seriatim and see how the objec¬ 
tions of the waverers may be met. 1. Once having 
disposed of the chill theory and its concomitant 
bugbear of draughts, it is easy to persuade people 
that there is no difficulty in keeping warm in bed 
though a hurricane of north-east wind be raging 
in the room. There is no objection to a large 
screen to protect the sleeper from the unpleasant 
sensation of air currents, nor can any rational 
objection be raised against hot bottles, more 
especially against those made of eartheAware 
which neither smell nor leak. A fire, so far from 
being a harmful, is a positive advantage, inasmuch 
as it promotes the movement of air. The ordinary 
fire is rather a costly luxury no doubt, but that is 
because people will use greedy and inefficient 
grates—they are just as hide-hound in the matter 
of warming as they are in the matter of ventilation.' 
There are several very efficient grates which are 
quite inexpensive, but that is a matter into which 
1 cannot enter here. Moreover, a fire is not in 
any degree a necessity, but it is very pleasant, and 
it helps to gild the pill for the timorous. 

1. The importance of urging, in season and out of 
season, the necessity for the open bedroom window 
is surely very apparent to any one who has ever 
engaged in general practice. The memory of the 
pestilential aroma of the bedrooms into which I 
have been called in the middle of the night or in 
the early morning when I lived in the country is 
even now sufficient to make my gorge rise, and 
nearly everyone must have had similar experiences. 
An ordinary bedroom, 15 feet by 20 by 10, con¬ 
tains, as any text-book will tell you, exactly 3,000 
cubic feet of air, which, when pure, is the right 
amount for one person for one hour. Two or 
more people often occupy such a room for eight 
hours or more, and if the window is not open, 
where is the fresh air to come from ? We know 
that enough to support life does gain admission 
through window sashes and under doors, but it is 
often barely sufficient to maintain life, and is at 
best quite inadequate to supply the oxygen neces¬ 
sary for healthy metabolism. What wonder, then, 


that such people rise in the morning cold, and, to 
use an expressive word, “ muzzy ” from partial 
asphyxia? To supply the necessary 3,000 cubic 
feet per hour (which is the minimum allowed for 
criminals and lunatics) a widely open window is 
absolutely essential. In the matter of artificial 
ventilators, such as Tobin’s tubes and the like, I 
have to say that they are doubtless better than 
nothing, but I always impress upon those of my 
patients who suggest them the futility of half¬ 
measures. The only satisfactory ventilator is the 
open window, and once a person has learned to 
appreciate its blessings, he will never relinquish it. 

2. The advice never to remain in a room of which 
the windows are all closed is not, of course, always 
easy to carry out. The believers in the chill and 
draught heresy are still unfortunately in a large 
majority in every community, and, however con¬ 
vinced we may be of the folly of their ways, it is 
impossible to impose wisdom upon the unwilling; 
and to attempt such a course is merely to court 
antagonism and dislike. Nevertheless, a little 
gentle reasoning will generally succeed, and where 
it fails one can always withdraw to a purer atmo¬ 
sphere. In spite of these difficulties, I always 
impress this matter upon my patients, and if we 
all did the same, and our advice were followed, we 
should soon find that we were in a majority, and 
it would be the heretics who would have to retire. 

3. The injunction never to travel in the inside 
of a ’bus or tram is one which permits of no ex¬ 
ceptions. These vehicles, like test tubes, are 
open at one end only, and if you want to persuade 
a person how difficult it is for a sufficiency of air 
to enter them, give him an ordinary glass test tube 
and invite him to fill it with tobacco smoke. One 
attempt will convince him. The only means of 
adequately ventilating these public carriages is to 
have an inlet of sufficient size at the driver’s end, 
but as this would cause a draught, the public 
would not tolerate it, and the only wise course is, 
therefore, to ride outside. The course has its 
discomforts no doubt, especially when the weather 
is very wet or very cold, but it is infinitely better 
to suffer these discomforts than it is to run the 
risks entailed by breathing the pulmonary excreta 
of eleven other people. It has always seemed to 
me strange that the local authorities, while wisely 
exercising their compulsory powers in the matter 
of house drainage, should not seek similar powers 
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for the provision of adequate ventilation of all 
public conveyances, but this is doubtless too much 
to expect at present. In the meantime, I regard 
it as outrageous that one has to choose between 
getting wet on the outside and being poisoned in 
the inside. If, instead of being wet, the weather 
is merely cold, there is really no hardship in being 
on the outside. Very few people seem to know 
how to keep warm when seated in a cold medium, 
and yet it is astonishingly easy. The first essential 
is to “ sit up,” keeping the muscles of the back 
well contracted, and then at regular short intervals 
to contract opposing sets of muscles against each ! 
other. The biceps can be contracted against the ( 
triceps, for example; the quadriceps extensor j 
femoris against the hamstrings, the anterior tibial 
group against the soleus and gastrocnemius, the 
trapezius and latissimus dorsi against the pectorals, 
and so on. These contractions can be effected 
without occasioning the slightest remark, and they 
serve .to keep you warm in the most effectual ; 
manner possible, namely, by muscular exercise. j 
And, if ’buses and trams are to be eschewed, so 
far as their interiors are concerned, what should be 
our attitude towards tube railways ? My own ex¬ 
perience is confined to one of them, the Central 
London. I believe that its atmosphere has been 
tested by experts on several occasions, and that on ! 
all of these it was found to be grossly polluted. ; 
Well, if the experts’ verdict had been otherwise, I | 
should have declined to believe the experts, for I 
know of no place which produces in me the sense 
of atmospheric poison in so high a degree as does 
this railway, which has otherwise so many things 
to recommend it. This is a matter in which the 
public authorities ought to intervene. • Either the 
Company should be compelled to provide adequate 
ventilation or the tube should be closed. I 

This brings me to my fourth point, the question, j 
namely, of railway travelling in general. I advise « 
people to avoid Pulman cars because there is 
never the slightest chance of securing adequate 
\entilation in them. The conductor in charge of 
one recently told me that the windows were now 
no longer made to open, owing to the disagreements 
which used to arise among passengers on the ques¬ 
tion of draughts. It is difficult to blame the 
Companies under such circumstances. They cannot 
be expected to act as the censors of the hygienic 
tastes of their customers, and the anti-fresh air 


people, being always in the majority, have a sort 
of right of imposing their disgusting atmospheres 
upon those who believe in oxygen. I once saw a 
proposal in a daily paper to the effect that certain 
carriages should be set apart, and labelled as being 
so set apart, for those who prefer to travel with a 
window open, in the same way that carriages are 
set apart and labelled for smokers and for ladies. 
It is a very practical and a very reasonable way out 
of the present situation, a situation which is not only 
productive of a great many unnecessary catarrhs, but 
also of a great deal of undesirable wrangling. We 
English pride ourselves on our affection for fresh 
air, and are in the habit of pointing the finger of 
scorn at our Continental neighbours, but if the 
adequate ventilation of railway carriages be taken 
as a'test, I very much doubt that we are any nearer 
salvation than they are. In this country, however, 
the pure air lover is considerably better off in a 
railway carriage than he is abroad. Here, if he 
can command one of the corner seats facing the 
engine, he is master of the situation ; there, 
whether it be in France or Germany, if one person 
in the carriage objects to an open window, that 
window^ has to be closed. I have found it useful 
under such circumstances to pose as a poitritiaire , 
and to dwell upon the dangers to the other occu¬ 
pants of breathing the exhalations from my lungs. 
The cult of the open window is not at the moment 
a very popular cult, but it is nevertheless one in 
which the members of our profession ought to be 
active propagandists. It is very doubtful whether 
man was originally intended to live in houses at 
all; it is, at any rate, quite certain that he never 
was intended to live in houses which appear to be 
constructed for the sole purpose of excluding the air, 
and that he never will be able so to do without serious 
prejudice to his health. We have all of us been 
brought up in such houses and in the faith of w hich 
they are the expression, but if we wish ourselves 
to be octogenarians and claim to advise others 
how r to become so, we must divest ourselves of 
traditional shibboleths and seek to generate a 
rational attitude in others. The work of pioneers 
always entails disadvantages, and the disadvantages 
incidental to the practice and preaching of the fresh 
air gospel are two. The first is that the atmosphere 
of theatres, concert rooms, public dining rooms, 
and the like become insupportable to you; the 
other is that you are liable to be regarded as a 
dangerous lunatic by those who have so far failed 
to find salvation. 


Digitized by 


Google 




THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 


No. 614. WEDNESDAY, AUGUST 3, 1904. Vol. XXIV. No. 16. 


CONTENTS. 

•Some Difficulties and Dangers in the 
Diagnosis and Treatment of Appen¬ 
dicitis. By Albert Carless, M.S., 

F.R.C.S. 

*Dr. Leonard Guthrie on Neurotic 

Children ( continued ) . 

A Manual of Surgical Diagnosis. James 
Berry, B.S., F.R.C.S. 


SOME DIFFICULTIES AND DANGERS 

PAGE i 

I IN THE DIAGNOSIS AND TREATMENT 
OF APPENDICITIS. 

Delivered before the Trowbridge Branch of the British 

241 

Medical Association, 

: By ALBERT CARLESS, M.S.Lond., F.R.C.S., 
^50 | Professor of Surgery in King’s College, and Surgeon to 
King’s College Hospital. 

256 I - 


Diseases of the Gall-bladder and | 

Ducts. A. VV. Mayo Robson .256 | 

* Specially reported for the Clinical Journal. Revised 
by the Author. 

ALL RIGHTS RESERVED. 


NOTICE. 

Editorial correspondence, books for review , 
should be addressed to the Editor, 35a, Welbeck 
Street, Cavendish Square , W., Telephone No. 

904, Paddington ; but all business communications 
should be addressed to the Publishers , 22^, Bar¬ 
tholomew Close , London, E. C. Telephone 927, 
Holborn. 

All inquiries respecting Advertisements should be 
sent to Messrs. Ad lard & Son, Bartholomew 
Close, E. C. Telephone 927, Holborn. 

Terms of Subscription , includingpostage,payable 
by cheque, postal or bankers order (in advance): for 
the United Kingdom , 151. 6 d. per annum ; Abroad, 

17 s. 6 d. 

Cheques, <5 rc., should be made payable to The 
Proprietors of the Clinical Journal, crossed \ 
“ The London, City, and Midland Bank , Ltd., New- I 
gate Street Branch, E.C. Account of the Medical ! 
Publishing Company, Limited ” 

Reading Cases to hold Twenty-six numbers oj 
The Clinical Journal can be supplied at 2s. 3 d. 
each, or will be forwarded post free on receipt of I 
2 s. 6 d. ; and also Cases for binding Volumes at is. * 
each, or post free on receipt of is. 3 d., from the ' 
Publishers „ 22^ Bartholomew Close, Lotidon, E.C. 1 


Gentlemen, —Appendicitis has been so much 
written around and so much discussed, almost 
ad nauseam, that one feels inclined to apologise for 
bringing it before your notice again; yet it has 
such protean manifestations, and its symptoms are 
often so varied, that one is never surprised to meet 
with it in all sorts of diverse settings, and hence 
| there is always plenty to say in connection with it. 
I do not propose to deal with my subject from a 
purely academic standpoint, but rather from the 
more limited position of the chief dangers and 
difficulties associated with its surgical treatment, as 
illustrated by cases which have come within my 
own ken during the past few years. It would be 
easy enough to bring before you a large series of 
successful cases, both acute and chronic, dealt with 
by operation, from which, however, there would 
be comparatively little to learn, in that most of 
them ran a typical and not very noteworthy course 
to recovery. Unfortunately in surgery there is 
more to be learnt from failure than from success, 
and although it goes against the grain to record our 
mistakes and mishaps, yet open confession is good 
for the soul, and if we can learn and teach lessons 
from these catastrophes which will prevent our¬ 
selves or others falling into the same traps again, 
then a discussion of such points will not have been 
in vain. 

One of the most interesting questions that arise 
in connection with this disease is as to whether 
there is really an increased amount of it, or whether 
it remained unrecognised in the old days and was 
treated under some other name ? T hat it was 
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242 The Clinical Journal. ] 


MR. CARLESS. 


[Aug. 3,1904. 


described by Dr. Addison in 1836 is now a well 
established fact, but both in this country and in 
others the association of a localised abscess in the 
right iliac fossa with trouble in the appendix was 
overlooked, and the caecum was considered the 
cause of the mischief. In France, Dupuytren 
described a “phlegmon of the right iliac fossa,” 
but maintained its caecal origin, and his influence 
in maintaining this error was all powerful until a 
comparatively recent date. The term perityphlitis 
occurs here and there in text-books up till 1870, 
but always with the idea that the caecum was 
primarily at fault. The general recognition of the 
part played by the appendix, and certainly the 
treatment of appendicitis by surgical means are 
subsequent to that date. On the whole one cannot 
but conclude that there is an absolute increase in 
the frequency of the affection. As one looks back 
on the medical and surgical work of the eighties of 
last century, one realises that whilst there was an 
occasional case of generalised peritonitis which 
resulted from this cause, yet we did not see the 
cases which are so common nowadays and which so 
frequently result in localised abscesses urgently 
demanding surgical treatment. One cannot believe 
that our predecessors could have overlooked these 
abscesses in the iliac fossa had they been at all 
common. 

If these things be so, one is forced to ask, Why 
should there be this increase ? That the anatomy 
of the part can have altered is out of the question, 
and to state that the appendix is a fcetal relic of a 
former useful structure, and that it is poorly 
supplied with blood, merely explains its liability to 
inflammation, and not the increasing liability of 
recent years. One has to look, then, rather to the 
intestinal contents and to questions relating to 
modifications in the food supply as possible 
causative factors. The entrance to the appendix 
is guarded by a fold of mucous membrane known 
as the valve of Gerlach, which, however, has very 
little power of keeping things in or out. The opening 
itself is not as a rule larger than will just admit a 
No. 5 or 6 catheter, and hence foreign bodies 
larger than a grape pip are hot often found within 
it. Things smaller than this, however, can readily 
enter and form the nucleus around which would 
be deposited layers of inspissated faecal material, 
constituting the faecal concretions which are so 
often found (in 15 to 20 per cent, of a acute 


cases). Numberless things form part of our 
ordinary food which might possibly act in this way, 
and it is probable that a little more careful 
investigation of the contents of the appendix, 
especially directed to the nucleus of concretions, 
might throw some light on this moot point. In 
one recent instance I found an iron-grey blackish 
substance within the concretion, looking exactly 
like a portion of an undigested iron pill; in another 
there was a brownish body which closely resembled 
a blackberry pip. Mr. Bland-Sutton has recently 
drawn attention to this matter in connection with 
the colon (‘ Lancet/ October 24th, 1903), pointing 
out that foreign substances were commonly found 
in grain, that these were of a metallic character, 
and that they might lie in the pouches of the colon 
and thence find their way into the appendices 
epiploiae, giving rise to a group of symptoms very 
similar to those of appendicitis. It is possible 
that impurities in our food stuffs, largely due to 
our greater dependence on supplies obtained by 
trans-shipment, may have something to say to this. 
The use of enamelled vessels, which readily chip, 
has also been suggested as favouring the incidence 
of this disease, whilst the greater use of imported 
frozen meat, which it is said is more liable to 
undergo decomposition, may explain a greater 
activity in the germs which normally inhabit the 
intestinal canal. Doubtless digestive disturbances 
and chronic constipation, due to our strenuous 
methods of life, bolting of meals and rushing about 
immediately afterwards, are also important con¬ 
current influences, whilst septic conditions of the 
mouth and teeth are not uncommonly found in our 
patients. 

Another question which has been much discussed 
is as to whether appendicitis should be considered 
a surgical or a medical complaint. Our American 
confreres take up with much reason the position 
that it is strictly surgical, inasmuch as it is an in¬ 
fective intra-peritoneal lesion, and hence operation 
is always recommended after, even if it be not 
performed during the first attack. In our own 
country a much more conservative opinion is 
generally held, and the results gained by medical 
treatment are looked on as sufficiently satisfactory 
to warrant a continuance of this practice. That a 
large number of cases are capable of recovery from 
! a single attack without operation, one is ready 
j enough to grant, but one is somewhat sceptical as 
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to the practical value of statistical records which 
are often based on the outcome of single attacks, 
whilst the later history of the patient has not been 
followed. Even the most ardent advocates of 
medical treatment have to admit that recurrence 
takes place in at least 30 per cent, of the cases, and 
moreover it is a fact' that one can never predict 
from the character of a first attack what the gravity 
of the recurrent trouble may be. Certainly the 
second attack is often more serious than the first. 
Surgeons on the other hand are likely to see the 
more serious cases, and their opinions as to the 
necessity for operative treatment must be biassed 
by the gravity of the concfition into which patients 
have been often allowed to lapse through want of 
earlier assistance. Few surgeons have to blame 
themselves for having operated too early, but only 
too constantly is the remark in our minds, even if 
it do not issue from our lips, “ Why on earth didn’t 
you let me see or get at this case earlier ? ” Let 
me give you one or two illustrations to emphasise 
this fact. 

Many years back I was called to see a young 
lady, aged about 21 years, who had suffered from 
a sharp attack of appendicitis which had run a 
typical course ; the temperature had been high, and 
there was a well-marked lump to be detected in the 
right iliac fossa. She had been seen five weeks 
before by another consultant, who talked magni- 
loquently of “a phlegmon, which would disappear 
in time like snow before the rising sun,” and gave 1 
instructions that no operation was necessary or | 
desirable. For five weeks that young lady lay with 
a temperature ranging between xoi° and 103°, and 
with the swelling still palpable in the iliac fossa, 
perhaps gaining slightly in size. At the end of 
that time the abdomen generally became swollen, 
rigid and painful, so that the local tumour was 1 
masked. Vomiting set in, and absolute constipa¬ 
tion followed. When I saw her, the symptoms of 
diffuse peritonitis were present, and one could only 
suggest immediate laparotomy on the off chance of j 
saving life. An incision was made in the middle j 
line below the umbilicus, and a large amount of 
clear serous fluid was evacuated, but there was no 
roughening of the coats of the intestine, and no 
lymph present. One was able to demonstrate that 
the abscess cavity in the iliac fossa was intact, and j 
therefore rapidly suturing the median incision I j 


large quantity of pus. Unfortunately the patient’s 
general condition was so depreciated by the 
chronic toxaemia and five weeks’ fever, that she 
collapsed within twenty-four hours. Had the iliac 
fossa been explored any time during the preceding 
four weeks, the abscess could have been easily and 
safely opened, and in all probability the patient’s 
life would have been saved. 

Another illustration of the dangers of delay is 
afforded by a whole group of cases, which one 
could mention, in which one attack follows another, 
perhaps none of them grave in themselves, but all 
adding to the trouble in and around the appendix, 
so that when at last operation becomes imperative, 
the condition of affairs to be dealt with is one that 
calls for the highest capabilities of the surgeon, and 
| changes what is ordinarily a simple and safe pro¬ 
cedure into one of extreme gravity. Thus, a young 
married lady was seized with a mild attack of 
appendicitis during her honeymoon. She was at 
once brought to London, and then it appeared that 
she had had a number of previous attacks. Opera¬ 
tion was decided on, but instead of the procedure 
taking the usual thirty-five minutes, it occupied 
nearly two hours. The appendix passed down* 

I wards and inwards; it was twisted on itself; its 
proximal portion was closely adherent to the 
caecum ; its terminal portion, which contained some 
muco-pus, was tied down to the fascia over the iliac 
vessels. Its removal unfortunately was not accom¬ 
plished without opening the cajcum, and although 
the latter was carefully sutured, the wound had to 
be left opened , and stuffed, and healing took six 
weeks instead of ten days. The patient did ex¬ 
tremely well, but the case serves as a warning 
against allowing such conditions to persist without 
operation. There is no question that practitioners 
in this country are too apt to leave such recurrent 
cases too long without interference on the mistaken 
idea that it is well to let sleeping dogs lie ; the 
results are greatly increased gravity of operation, 
and long incisions which are much more likely to 
be followed by ventral hernia. Adhesions form 
around the appendix to fascia, to small intestine, 
to colon and other structures, and the work of 
freeing these is often tedious and dangerous. In 
one case I had to resect six inches of small intestine, 
and in yet another had to give up the operation 
entirely. Removal of the appendix after the first 


made a second into the abscess, giving exit to a | attack has quieted down is the logical rule to 
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follow; but if that appears too radical a measure, 
then the following may be safely and justifiably 
adopted—that if a second attack of appendicitis 
occurs within a year or two of the first, then the 
offending organ should be removed as soon as possible. 

Of course there are not a few cases in which in 
spite of early and rapid action, a fatal issue ensues, 
viz. those in which no limiting adhesions are 
formed around a gangrenous or ruptured appendix. 
Here a diffuse sero-purulent peritonitis results, 
associated with the gravest symptoms of toxaemia 
and shock, and in spite of all our efforts, death 
only too frequently results. To these cases I do 
not wish to refer particularly in this lecture, but 
would rather draw your attention to the dangers 
and mishaps which may result in the more localised 
forms on the one hand from difficulties of dia¬ 
gnosis, and on the other from difficulties of treat¬ 
ment. 

I. The recognition of the exact pathological 
condition underlying any particular grouping of 
symptoms in a case of appendicitis is always a 
matter of uncertainty. It must be remembered as 
a fundamental guiding principle that the lesion is 
always of an infective nature, and that the infected 
organ always lies within the peritoneal cavity. 
Starting from the mucous membrane, the trouble 
spreads through the submucous and muscular coats, 
perhaps via the lymphatics, running with the blood 
vessels in the hiatus muscularis to the peritoneum, 
and perhaps to the vascular structures in the meso- 
appendix. Whether the inflammatory progress 
will be limited to a plastic peritonitis, or will pro¬ 
ceed to the stage of suppuration, depends partly 
on the vitality of the microbes, partly on the resist¬ 
ance of the patient, and partly on anatomical 
conditions associated with the position of the 
appendix, and the relation thereto of the meso- 
appendix. The clinical features dependent on 
these processes vary much, and it is often difficult, 
if not impossible, to correlate the symptoms and 
the pathological phenomena. 

One of the most interesting features in cases 
which are proceeding to suppuration is the period 
of quiescence which frequently supervenes about the 
third or fourth day. The case starts acutely with 
pain, fever and vomiting; the patient is put to bed 
on ajimited diet, fomentations are applied to the 
iliac fossa, and perhaps the lower bowel is emptied 
by an enema. In the course of two or three days 


the temperature falls, the pain diminishes, vomiting 
may cease, and even a natural motion be passed. 
One has often been called to patients in a condition 
such as this, and has been forced to admit that no 
exact prognosis was possible. The parting of the 
ways had been reached, and it was essential to wait 
a day or two to see what would supervene. Some¬ 
times the temperature remains down, and the 
symptoms disappear entirely ; but in other cases the 
temperature begins to rise again in a day or two, pain 
and tenderness increase, and the manifestations of 
an intraperitoneal abscess develop. The explana¬ 
tion of this course is not easy to give, but the fact 
remains that the first attack of fever is associated 
with the outbreak of the trouble in the appendix 
itself, and the secondary pyrexia with the formation 
of the intraperitoneal abscess. The retrogression 
of the symptoms constitutes a lull which may prove 
dangerous, if its temporary character be not known 
and recognised. 

In not a few patients, however, in spite of the 
improvement in the general phenomena, it is 
possible to predict that the mischief is progressing, 
and that an operation will be required. Let me 
relate one such occurrence. An architect, who had 
been in a bad state of health for some time in con¬ 
sequence of dyspepsia and general asthenia, went 
to Ramsgate for a summer holiday ; he was staying 
in a large school-house with a number of rather 
lively young people. One night, after enjoying a 
hearty meal largely consisting of new bread and 
apples, he proceeded to take part in a display of 
agility, consisting in jumping over chairs, tables, 
forms, etc. The same night a severe attack of 
appendicitis started, probably as the result of some 
mechanical displacement of the organ, causing a 
kink of the vessels in the meso-appendix—a some¬ 
what common cause of an outbreak in my opinion. 
The temperature was high, and this was associated 
with continuous vomiting, constipation, and iliac 
pain. He was carefully treated, and when I saw 
him on the fifth day the temperature had fallen to 
the normal, vomiting had ceased, and a natural 
motion had been passed. The abdomen was still 
tense and tympanitic, but not particularly tender ;. 
the only symptom that was suspicious was hiccough. 
One concluded that the stress of the inflammatory 
mischief was over, and that the distension would be 
relieved by evacuation of the bowels. This was 
effected by means of calomel and enemata, and the 
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hiccough ceased, although the distension con¬ 
tinued, and on the eighth day, when I saw him 
again, was as marked as ever. Operation was then 
undertaken, and on raising the caecum from its bed 
an abscess of some size was found connected with 
a kinked and perforated appendix. Unfortunately 
the patient’s general health was so bad that in 
spite of every care and attention he died within 
forty-eight hours. In this case the improvement 
in the general symptoms was absolutely illusory; 
the abdomen remained tense, and the presence of 
hiccough should have sufficed to warn one that the 
mischief was not at an end. At the present time 
one has learnt to look very carefully into the 
symptoms in these quiescent intervals, and as 
indications that the inflammation may be still 
progressing one would emphasize the presence of 
hiccough, persistent high rate of the pulse, espe¬ 
cially if the temperature has fallen, great rigidity of 
the abdominal muscles over the iliac fossa, or the 
existence of a decidedly tender spot high up in the 
rectum. The mention of this last sign leads me to 
insist that a rectal examination should be made in 
every case of appendicitis. When the appendix 
points downwards and inwards any pus formed in 
connection with it is likely to travel down into the 
pelvis. 

Distinct assistance in diagnosis may generally be 
obtained from a blood count. There is usually a 
speedy rise in the number of leucocytes during the 
first two or three days, even in simple cases, up to 
15,000 or 20,000, but as the fever diminishes so 
this excess disappears. A moderate leucocytosis on 
the fourth or fifth days occurs in about 35 percent, 
of the non-purulent, and in 90 per cent, of the 
purulent cases. If the number of leucocytes does 
not exceed 10,000 or 15,000 no certain conclusion 
can be drawn except that the case is probably a 
mild one. Should the leucocytes number 20,000 
or 30,000 an abscess may almost certainly be 
diagnosed, but the actual character of the infection, 
whether localised or diffuse, must be determined by 
the other features of the case. Occasionally leuco¬ 
cytosis is absent, and then one of two conditions 
obtains : either an infection of the gravest character, 
over-riding all the natural powers of resistance in 
the patient, and this will certainly be indicated by 
his general aspect and condition ; or a chronic 
localised abscess may be present, completely and 
firmly shut off by adhesions, constituting what has 


been described as a “ comfortable ” appendix 
abscess. 

Another danger that may arise in appendicitis is 
due,to imperfect resolution, the mischief slowly 
progressing, and perhaps at some later time taking 
on some unusual or abnormal course. The dis¬ 
tinction between a relapsing and a recurrent case is 
not unimportant; in the latter there is a complete 
cessation of symptoms and a period of complete 
restoration to health between the attacks ; in the 
former the symptoms never abate entirely — a 
condition probably due to persistent ulceration of 
the mucous membrane, or to an effusion of mucus 
or muco-pus into the tube which cannot escape 
owing to stenosis near its caecal extremity. A case 
of this type came under my care quite recently, and 
the appendix contained fully a drachm, if not more, 
of mucoid fluid; the attack of inflammation had 
apparently passed away a fortnight before opera¬ 
tion, but there was still tenderness over the 
appendix. In still another case the appendix ten 
days after the cessation of an attack contained 
quite a quantity of pus, which could not escape 
into the bowel owing to the mass of adhesions in 
which it was fixed, the outcome of many previous 
seizures. In yet another case, seen not long ago, a 
fatal issue resulted from want of interference during 
the period that followed an acute outbreak which 
did not totally resolve. A young man ret. 23 
years had a smart attack which was associated 
with marked constipation. At the end of a week, 
when I first saw him, the temperature was still 
high, the abdomen much distended, and the con¬ 
stipation so obstinate as to constitute a condition 
of obstruction. He had been seen by a well-known 
physician earlier in the day, and sustained at his 
hands a lengthy examination by palpation. The 
opinion was given that appendicitis was present, 
and that a surgeon must be consulted ; I did not 
care to handle his abdomen any more that day, but 
arranged for his removal to a nursing home with a 
view to operation on the morrow, if necessary. 
Whilst the ambulance was at ihe door his bowels 
acted, and we decided to leave him where he was 
for the time being; two further motions were 
reported during the night, and in the morning his 
temperature had fallen, and he was feeling de¬ 
cidedly better. He was then taken to the house of 
a friend to be nursed, and I lost sight of him for a 
fortnight. During this interval it appears that his 
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temperature never fell quite to the normal line, and 
there was always pain and tenderness in the iliac 
fossa. About the tenth day he began to have 
shivering attacks, which quickly increased in 
number and severity, and when I saw him again he 
was daily having one or two severe rigors. He was 
somewhat jaundiced and his liver was enlarged and 
tender. After consultation it was decided that 
there was pus somewhere in or around the liver, 
and that I was to explore the organ on the following 
morning, but during the night the poor fellow died 
from syncope. In this case the early attack was of 
an ordinary type, but the pseudo-ileus was some¬ 
what exaggerated ; this yielded at length, possibly 
owing to the energetic abdominal palpation, but the 
trouble in the appendix did not come to an end. In 
all probability the veins in the meso-appendix 
became infected through the mucous membrane, 
and infective pylephlebitis or portal-vein pyaemia 
followed. Let it be remembered, then, that cases of 
appendicitis do not always resolve in to to, and that 
ulcerative lesions may persist from which absorption 
either of toxines or of bacteria may occur. Should , 
therefore, an appendix remain enlarged, palpable, 
and tender after an attack, and a fortiori, if this is 
attended by a certain amount of fever, operative 
interference should be insisted on and the appendix 
removed . 

Of course it is desirable as a counsel of perfec¬ 
tion not to interfere too soon after an acute attack, 
as sometimes trouble may result from bacteria 
finding their way through the congested and 
swollen wall of the bowel; if, however, one is 
forced to operate early, then drainage should be 
provided to give exit to any collection of pus 
that might possibly form. I remember once being 
driven rather against my judgment by the pressure 
of friends to operate on a man one day after defer¬ 
vescence frqm an attack of appendicitis. The 
operation was quite simple, but infection of the 
wound occurred; all the stitches had to be 
removed, and healing only followed a lengthy 
process of granulation. 

It is sometimes stated that cases which end in 
suppuration do not recur. With this opinion I 
cannot agree, and the following case will prove 
that it is not an invariable rule, though doubtless 
suppurating cases recur Jess frequently than those 
of a simple type. A workman from the Woolwich 
Arsenal has been operated on by me three times 


at intervals of some months, during which he 
was able to return to his work, for an abscess 
which originated in the right iliac fossa, but which 
pointed in the loin, just above the iliac crest. 
Each time the pus was redolent of the Bacillus coli 
communis. After the wound caused by the third 
operation had practically healed, I cut down on 
the appendix from the front, and found that it 
passed upwards, outwards and backwards behind 
the caecum, and with its tip immediately in front 
of the deeper part of the last operation wound. I 
removed the appendix and the case has done well, 
with no recurrence of the suppuration. 

I have many times had occasion to operate on 
cases at a considerable interval after an acute 
appendix abscess had been opened, in order to 
make good the abdominal wall and cure the hernial 
protrusion that so commonly follows. In such 
operations two things in particular have forced 
themselves upon my notice, viz. : (1) the very few 
adhesions that are often found around the appen¬ 
dix, even in cases where a large amount of gauze | 
had to be packed into the original wound in order j 
to shut off securely the general peritoneal cavity ; ' 
and (2) the frequency with which the distal portion I 
of the appendix was bulbous and contained offen¬ 
sive muco-pus. The existence of this distended 
tube filled with infective material constitutes 
•another source of danger to the patient which must 
not be overlooked, since an unexpected and 
sudden injury may lead to its rupture and to death 
from acute diffuse peritonitis. For example, a 
man was watching his little boy fishing in Lowes¬ 
toft harbour; the fishing rod dropped into the 
water, and the man jumped in after it. In getting 
out he struck his groin against a wooden boom or 
some projecting body at the side. He was at once 
seized with severe internal pain, turned faint, was 
given restoratives at a chemist’s shop, and thence 
was taken to his lodgings, where he died in less 
than forty-eight hours. At the post-mortem 
examination he was found to have been the sub¬ 
ject of acute diffuse peritonitis, evidently due to 
the rupture of a bulbous appendix. 

Amongst the dangers which surround our 
patients suffering from appendicitis may be finally 
mentioned those which arise from a totally mis¬ 
taken diagnosis. In every surgeon’s experience 
there must have been cases which will ever stand 
out in his memory with a horribly vivid and 
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tragical distinctness, due as a rule to the case 
presenting unusual and unexpected features, which 
remove it from the ordinary category of routine 
experience. Thus I have seen a man walk into 
hospital saying that he never felt better in his life, 
and yet at that moment he was the subject of a 
strangulated hernia with the gut in a condition of 
incipient gangrene. In another case a lady suffered 
from obstruction due to a band constricting the 
ascending colon just above the crecum ; on the 
fourth day she declared that she was much better, 
jumped out of bed and wanted to go down stairs, 
and yet the same night acute symptoms supervened, 
and the next morning when I operated the caecum 
burst in my hand at the first touch. Attacks of 
appendicitis are not devoid of these risks. A 
series of cases was published not long back in 
which the symptoms suggested the presence of 
pneumonia rather than of appendicitis, and it is 
easy to imagine that serious consequences might 
result from such mimicry. The cardinal pheno¬ 
mena of an attack are pain, fever, vomiting, con¬ 
stipation, and perhaps the existence of a tender 
swelling in the right iliac fossa, but any of these 
may be absent in a particular case. Pain is usually 
complained of, but it may not be very severe, or 
its location may not correspond with the spot 
where the appendix is usually placed. A distended 
caecum may cover the inflamed organ and mask 
the tenderness; whilst if the appendix points 
downwards and inwards, the usual pain is only to 
be detected on rectal or vaginal examination. 
Fever is generally present, but may disappear, as 
also the vomiting, in a day or two, in spite of the 
progressing mischief. Constipation is very variable 
in its degree, though usually well marked in acute 
cases. Only a few weeks back, I had a patient 
who at the end of five days passed what might well 
have served for demonstration of a typical typhoid 
stool; it was of the colour and consistency of pea 
soup, and there was evidently blood mixed with it; 
when one adds to this that there was no swelling 
in the iliac fossa, and nearly as much tenderness 
on the left side of the abdomen as on the right, 
you will appreciate that the diagnosis was not 
altogether easy. The sudden onset of the case, 
however, and the fact that the temperature at the 
end of five days was falling rather than rising, were 
points in favour of appendicitis as against typhoid 
fever, and led me to operate, thereby opening an 


abscess, placed well behind the caecum, and remov¬ 
ing an appendix which w*as pointing upwards and 
inwards. The symptoms in this patient, though 
somewhat unusual and a little puzzling, had some 
relation to those generally seen in this affection. 

I was unfortunate enough, however, to have a case 
not long back in which the typical symptoms were 
entirely absent. It occurred in a woman set. 
about 48 years, who was short and stout. She 
was seen in consultation in March, 1903, and was 
then suffering from symptoms suggestive of trouble 
either in the right kidney, the gall-bladder, colon, 
or appendix; but on the whole my representative, 
who saw the case, thought it was an inflammatory 
attack due to gall-stones. During the next two or 
three months she improved in general health ; the 
pain located itself more and more in the right 
lumbar region, and tended to shoot down along 
the course of the genito-crural nerve to the groin. 
She also passed a considerable quantity of gravel. 
At the end of July she was seized one night with 
an attack of pain, having the characters and location 
of renal colic ; with this there was great irritability 
of the bladder. I saw her six hours after the attack 
commenced, and when the patient was more or 
less under the influence of morphia. There was no 
abdominal distension, and the maximum tender¬ 
ness was referred to the right loin. The possi¬ 
bility of appendicitis was discussed, but neither 
the doctor nor myself could find anything to 
indicate its existence, and finally we came to the 
conclusion that a calculus was impacted in the 
ureter. It is only fair to say that the stoutness of 
the patient considerably hampered our examination, 
even under an anaesthetic. Finally, I cut down on 
and explored the right kidney and ureter, but found 
nothing abnormal. The patient’s pain persisted, 
and three days later she died of acute peritonitis. 
On post-mortem examination the right kidney and 
ureter were demonstrated to be healthy, and the 
source of the trouble was a ruptured appendix, 

I pointing downwards and inwards, and with its tip 
! lying just over the brim of the pelvis, which was 
full of pus. It is probable that the simulation of 
ureteral colic was due to the appendix having 
become adherent to and irritating the ureter as it 
crossed the brim of the pelvis, but I never heard 
or read of a similar condition. Mr. Thorburn, of 
Manchester, has related one or two cases in which 
\ appendicitis was associated with haematuria, ex 
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plaining the symptom by the pressure of an 
inflammatory exudate upon the renal vein, but such 
complications of urinary type are rare. 

(Since the above was delivered, I have had a case 
in which a boy was admitted to hospital at the end 
of an attack of appendix trouble, with blood and 
pus in his urine. This quickly disappeared, but 
there was a well-marked lump in the loin, a little 
low for the kidney, a little high for an appendix 
tumour. I explored it from the loin, and found 
that the caecum was adherent to the front of the 
kidney, and that an abscess had evidently dis¬ 
charged through it; the peritoneum was opened, 
but working from behind I could not find the 
appendix, and as the tissues were very friable 
owing to the recent inflammation, I did not persist 
in my search.) 

II. Thus far I have merely dealt with the 
dangers that arise from difficulties in diagnosis and 
from tlje misinterpretation of symptoms. I now 
turn to deal somewhat briefly with the dangers and 
difficulties that surround the operative technique of 
cases in which suppuration is supposed to be 
present; and here, again, I do not propose to deal 
with cases of acute diffuse peritonitis. The rules 
that guide us in the treatment of this latter grave‘ 
affection do not differ much from those which hold 
good for the treatment of perforation of a gastric or 
intestinal ulcer. 

1. Granting that an abscess, large or small, is 
present in conjunction with an inflamed appendix, 
the first difficulty is to locate it. Its situation, as 
I have indicated more than once already, is mainly 
governed by the position and relations of the organ, 
and this varies immensely. Speaking generally, 
the appendix is more often found on the inner than 
on the outer side of the caecum; but it is pretty 
equally placed above or below a horizontal line 
through its base of attachment. When the abscess 
tends to come forwards, it will usually be felt as a 
fairly well defined lump above the outer half of 
Poupart’s ligament, and an incision over this spot, 
parallel with the ligament, will often reach the pus 
without opening the peritoneal cavity. Should the 
abscess not come forwards, it will lie behind or to 
the inner side* of the caecum; and if the latter be 
much distended no distinct tumour will be felt, 
even on examination under an anaesthetic. Under 
such circumstances one usually makes an incision 
in the line of the fibres of the external oblique I 


through McBurney’s spot, but even then it is not 
uncommon for the wound to need enlarging down¬ 
wards rather than upwards, in order to get behind 
and displace the caecum. Should the pus collect 
to the left side of the mesentery, it is quite possible 
for it to spread beyond the middle line, and to be 
guided forwards by the sigmoid meso-colon ; it 
may then point through the abdominal wall well to 
the left side of the middle line, as I have seen in 
one or two cases. The location of the maximum 
tenderness will be some guide to the surgeon as to 
the situation of his incision ; if there is considerable 
tenderness in the loin then it is carried well back 
posterior to the anterior superior spine; should the 
patient complain of tenderness chiefly in front, 
perhaps even over the inguinal canal, then it must 
be located well forwards and inwards. 


2. Supposing that a suitable incision has been 
made, and the abscess is hidden away behind the 
caecum, to which, perhaps coils of small intestine 
or the end of the omentum is attached, the next 
difficulty lies in opening it without infecting the 
general cavity. It is sometimes possible to effect 
this without opening the peritoneal cavity by work¬ 
ing through the subperitoneal tissue behind the 
caecum, and stripping the serous membrane up¬ 
wards and inwards. Of course, if this is successful 
it much diminishes the risks to the patient; but as a 
general rule it is quite impracticable. Precautions 
must then be taken to prevent diffusion of the septic 
matter. To effect this strips of sterilised gauze 
must be packed into the wound, one passing down¬ 
wards to protect the pelvis, another upwards along 
the ascending colon, and a third on the inner side 
to keep back the coils of small intestine. Metal 
spatulae placed over these may often be used with 
advantage to keep them in position. The patient's 
safety in the majority of instances depends largely 
on the wound being of sufficient length to enable 
these manipulations to be effectively undertaken ; 
an extra inch or so of incision makes all the 
difference between groping blindly in the dark or 
seeing clearly what one is doing. The surgeon 
should then identify and follow downwards the 
anterior muscular longitudinal band of the caecum^ 
this will take him to the base of the appendix with 
precision and certainty, and by gradually detaching 
the caecum from its bed and following down the 
appendix, the abscess is sure to be opened. When 


this has occurred the pus should, if possible, be 
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let out slowly, and only a little at a time. By 
letting the caecum drop back into its bed the open¬ 
ing is temporarily closed, and the pus which has 
escaped into the wound can be mopped up by 
strips of gauze, which are at once thrown aside. 
This manoeuvre is repeated again and again until 
the abscess cavity is presumably empty, and then 
the opening into it is gently enlarged by the finger, 
and its cavity carefully explored. 

The question of removing the appendix then arises, 
and, of course, if this is practicable without adding 
to the patient’s risks, it should always be under¬ 
taken, but it is almost impossible to lay down 
dogmatic rules as to when it should be removed or 
when left. One thing is clear, viz., that its removal 
can be much more easily effected when the 
, appendix is placed in the outer wall of the abscess 
cavity rather than the inner, where it is merely shut 
off from the general peritoneal cavity by newly- 
- formed adhesions, which may be of no great 
strength. Sometimes it will be necessary to divide 
; its base first before detaching its apex, but not 
infrequently its whole length can easily be set free 
and drawn out into the wound, and then after 
ligaturing its mesentery the tube itself is tied off 
close to the bowel and cut away. Naturally, the 
tissues are so infiltrated that it is very unusual for 
a formal amputation to be possible ; all that can 
be done is to put a ligature round the base, and 
f for this purpose catgut is better than silk, inasmuch 
, as it can be absorbed. The cavity is then again 
swabbed out with gauze, and arrangements made 
for the dressing. As a general rule a drainage-tube 
is not employed for abscesses of moderate size 
when the general peritoneal cavity has been opened. 
The cavity is packed with a strip of sterilised or 
cyanide gauze, the end of which is brought out in 
the middle of the incision. The protective strips, 
w'hich have been kept in position so far, are now 
removed and replaced by fresh clean strips, which 
must surround the central one in such a way as to 
protect the general cavity, their ends being brought 
out above and below the central strip. The ends 
of the incision in the parietes are now brought 
together so as to diminish the size of the external 
wound so far as is considered safe, and it is better 
to use silkworm gut rather than silk or catgut for 
this purpose. A superficial dressing is applied and 
the patient sent back to bed. It is advisable to 
give one or two small doses of piorphia after the 


operation, so as to check the peristalsis and permit 
adhesive inflammation to shut off the general 
cavity. The deep strips are loosened at the end 
of twenty-four or thirty-six hours, and portions of 
them withdrawn, being replaced by fresh ones, 
possibly soaked in iodoform and glycerine emulsion. 
The deepest portions of the strips will come out on 
the second or third day, and then the cavity may be 
irrigated, and either re packed with strips of iodo¬ 
form gauze, or if there is much pus, a drainage- 
tube may be introduced. Sloughing of the exposed 
surface of the muscles sometimes follows, but as a 
rule it is not extensive. 

Treatment such as this is usually sufficient for 
the safe and effective treatment of appendicular 
abscesses, but every now and then failure results, 
owing either to the depressed condition of the 
patient from the previous toxic poisoning, or to 
some pocket of matter remaining undrained, or 
to some unusual anatomical features. In one case 
a lad whom I operated on died on the third day 
from toxic absorption, although the proceeding 
was quite simple and satisfactory ; there was no 
general peritonitis or abdominal distension or ten¬ 
derness : he became comatose and collapsed. In 
another case the fat and flabby condition of the 
abdominal wall made it difficult and almost impos¬ 
sible to gain effective drainage, and the patient 
died partly from this cause, partly because he was 
fat and flabby and had no resisting power to 
bacterial invasion. Probably general peritonitis 
occurred in this instance, but if so, it was the only 
case that I remember in which this has occurred 
after opening a localised appendicular abscess. 

3. There is still one other difficulty and source 
of danger that must be mentioned in connection 
with these cases, viz. that the pus may burrow widely 
and give rise to abscesses at some distance from 
the appendix, and which may be connected with 
the primary cavity by only very small apertures of 
communication. Sometimes they track down into 
the pelvis, forming large collections by the side of 
or behind the rectum. In one case many years 
back a collection of this type was found on the 
post-mortem table. The patient was a lad, and 
the pus had tracked upwards along the colon as 
well as downwards. The former collection had 
been opened satisfactorily, and the persistent fever 
and recurrent rigors were attributed to a supposed 
pylephlebitis rather than to the real cause. Here 
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again a rectal examination might have saved one 
from a mistake. Only a few weeks back I was 
asked to see a case in which there was a curious- 


looking protrusion of sloughy tissue from the anus. I 
The appearance of this had been preceded by a 
discharge of pus from the rectum, and this in turn 
by an inflammatory attack, in which the abdomen 
had become painful and enlarged. On examina¬ 
tion I found a well-defined swelling above Poupart’s 
ligament on the right side, and on introducing my 
finger through the anus it passed through an ex¬ 
tensive gap in the rectal mucosa into a large abscess 
cavity from which an abundant flow of the most 
offensive pus occurred. A drainage-tube was in¬ 
troduced and the cavity well irrigated, as naturally 
one did not wish to open the abdomen in such a 
case if one could avoid it. The case did well for ; 


a time, but finally thrombosis occurred in some of 
the pelvic veins, and infective emboli were carried 
into the brain and caused the patient’s death. 

Perhaps more frequently the pus travels upwards, 
inasmuch as the patient is kept in the recumbent 
posture, and then finds its way either along the 
front of the ascending colon in the general peri¬ 
toneal cavity, being limited on the inner side by 
newly-formed adhesions between the omentum, 
various coils of small intestine and the anterior 
abdominal wall; or else it burrows in the sub- 
peritoneal tissues behind the colon, and then may 
point in the loin or find its way upwards behind 
the liver to form a subphrenic abscess. No opera¬ 
tion for appendicitis is complete without making 
sure that such prolongations of the original abscess 
cavity are efficiently opened up and drained. For 
this purpose a counter-opening in the loin is often 
sufficient; in this is placed a suitable drainage- 
tube, and then gauze packing introduced from 
the front. When the gau^e has been removed, the 
whole cavity can be irrigated either from in front, 
when the lotion employed should escape behind, 
or from behind, the lotion welling up out of the 
anterior wound. The tube is kept in until the 
discharge has practically disappeared, and then a 
small strip of gauze may replace it, and the com¬ 
munication between the two cavities allowed to 
close. 

It is impossible, however, within reasonable 
limits, which I fear I have already overstepped, to 
indicate all the manoeuvres that may be required 
in individual cases, but I trust that what I have been 
able to put before you, which is the outcome of an 
active experience and not of mere reading, may be 
of some service in helping you to cope successfully 
with some of the dangers and difficulties that beset 
us on every hand in dealing with this serious 
affection. 


DR. LEONARD GUTHRIE ON 
NEUROTIC CHILDREN.* 


(iCo?itinued from page 176.) 

In the last lecture I spoke of the importance of 
considering the personnel of the neurotic child 
when we are called upon to treat his ailments. 
Examples were given of the effects of mental 
sufferings upon the health of children, and it was 
suggested that the results might persist through 
after life. The neurotic child was defined as one 
in whom the emotions are easily kindled, strongly 
felt, and with difficulty controlled. Two main 
types of emotional temperament were described— 
the “ restrained” and the “unrestrained.” (It is 
of course admitted that there are many sub-varieties 
of both.) Special attention was drawn to the 
effects of fear upon a neurotic child. Examples 
of fear produced by different causes were given, 
and the importance of night terrors as evidence of 
ill-health was emphasized. 

Night terrors were regarded as symptomatic in 
the sense that they depend upon peripheral stimuli 
arising internally or externally ; idiopathic in the 
sense that the interpretation put upon them is 
entirely the dreamer’s own. 

Day terrors .—In rare cases precisely the same 
symptoms which attend night terrors occur by day, 
and when this is the case the suggestion that the 
attacks are those of masked epilepsy has again to 
be considered. At the time of an attack the child 
is apparently wide awake, and Dr. Still has suggested 
the terms “ sleeping ” and “ waking ” terrors in¬ 
stead of “ day ” and “ night ” terrors to convey the 
distinction. It may be doubted, however, whether 
the child is really wide awake, or only in a dreamy 
mental state, such as that which occurs in adults 
who see ghosts of departed friends and are firmly 
convinced that they are not dreaming. 

In “ day ” terrors of children the hallucinations 
may be visual as well as auditory. Consciousness 
of surroundings does not seem to be lost, but the 
child is beside himself with fear of what he thinks 
he sees or hears, and rushes to his mother for 
protection. 

In some cases, as I have suggested, the hallu¬ 
cination may be due to an aura of migraine, 


* From teaching delivered at the Medical Graduates' 
College and Polyclinic. 
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although the aura may be far more remote from 
the headache than is customary in ordinary 
migraine. 

I have recently met with several cases in which 
both “sleeping ” and “ waking” terrors occurred in 
the same subjects. One, a girl of six, would stop 
in the midst of play and shriek “ There’s some¬ 
thing black,” with every appearance of the liveliest 
terror—shuddering and shrinking back as though 
something were following her or being thrown at 
her. Then she would scream piteously, “ I can’t 
help it ! ” over and over again. These attacks 
lasted ten minutes or so and were followed by ex¬ 
haustion, sleep, and headache. She had been 
subject to them both by night and day for upwards 
of three years. They formerly occurred about 
every third day, and she would have as many as 
three in one day. On one occasion three years ago, 
an attack culminated in general convulsions with 
unconsciousness lasting several hours. The child 
has an excessively timid and hunted expression, 
as though full of dread apprehensions, which she 
doubtless is. She has slight naso pharyngeal 
obstruction from adenoids, but no other sign of 
disease. Under bromide of ammonium, the attacks 
rapidly disappeared. She has had no fits for three 
months, but is still hysterical and emotional. A 
brother suffers from “ambulatory automatism.” 

Another girl vet. 5 years had for six months 
almost weekly attacks, both by day and night, in 
which she would suddenly begin to scream. When 
her mother called her she would shriek, “ I cannot 
see ! ” or, sometimes at night, “A pig is after me ! ’» 
or “Things are dancing on the walls ! ” On going to 
her assistance her mother would feel her at first 
rigid, then quivering and quaking from head to 
foot. The child was never unconscious, but always 
much terrified. An attack would last about ten 
minutes, after which she would seem exhausted, 
and sleep, waking subsequently with a bad head¬ 
ache. During a month’s treatment by bromide of 
ammonium she had no more day attacks, and only 
one occurred at night. Enlarged tonsils and 
adenoids were removed by operation, and the 
attacks have now ceased for more than two months. 

I do not doubt that in both these cases large 
tonsils and adenoids were the exciting cause of 
“ sleeping ” and “ waking ” terrors. But in both 
the improvement took place under the use of 
bromides, and in the first I have not ventured on 


an operation owing to the extreme nervousness of 
the child. 

In two out of three of Dr. Still’s cases the 
hallucinations were auditory. Each one would 
stop in the midst of play, look terrified, and run to 
his mother screaming sometimes “ Someone is 
after me,” or sometimes unable to explain why he 
was frightened. 

Children may become quite maniacal in these 
attacks, as Dr. Goodhart says, and as in my first 
case may be driven into convulsions by such 
intense paroxysms of fear, but the convulsions are 
rather of the nature of hystero-epilepsy than of true 
epilepsy. 

In younger children, aged about three years, the 
place of such attacks seems to be taken by fits of 
paroxysmal screaming without adequate cause. 
The children shed no tears, but seem wildly 
agitated and scream incessantly for half an hour 
or longer until exhausted. Paroxysmal screaming 
should not be mistaken for a fit of temper. I 
believe it is usually associated with constipation 
arising from atony of the bowel in a neurotic 
child. 

Mucous disease as cause of night and day terrors. 
—Dr. Still lays stress on the rheumatic history of 
his cases of day terrors, and also on the condition 
present which Dr. Eustace Smith has described as 
“ mucous disease.” In this, the patient is languid, 
irritable, pale and sallow, with puffy eyelids, the 
bowels are constipated rather than relaxed and 
the motions contain an excess of mucus. Often 
abdominal pain or discomfort is complained of, 
and thread-worms may be present. 

I am not prepared to admit that either rheu¬ 
matism or the “ uric acid diathesis ” or “ mucous 
disease ” is the fons ct origo of night or day terrors. 
I think that any or all may be the result rather 
than the cause of the neurotic symptoms which 
prevail. Perhaps it would be more correct to say 
that the phenomena are part of a vicious circle. 

Hence I do not believe that such cases can be 
absolutely cured either by “ driving all the uric acid 
out of the system ” or by expelling the mucus or a 
parcel of thread-worms which may be present in 
the intestines. Bromides are an essential addition 
to the treatment of all local complaints , including 
adenoid vegetations , in these neurotic children. 

Hypersensitiveness to noise .—Neurotic children 
are often extremely sensitive to noise from earliest 
Digitized by VjOOQlC 




252 The Clinical Journal. ] 


DR. LEONARD GUTHRIE. 


[ Aug. 3,1904. 


I 

1 


infancy. They will start and jump at the slightest 
sound, and loud noises drive them nearly crazy. I 
have seen a small boy run shrieking down a railway 
platform in imminent danger of falling on the line, 
beside himself with fright at the noise of the engine 
blowing off steam. Dr. Still mentions a similar ! 
case of intolerance of the noise and smoke of a 
train. Habit spasm and excessive timidity were 
produced by an unusual cause in a boy set. 7 
whom I knew. In the dead of night the cord by 
which the weight of a “ grandfather’s clock ” was 
suspended broke, and the weight fell to the floor, 
whilst the clock ran down with a prodigious whirring 
commotion. 

Hypersensitiveness to noise is not unusual in 
adults. Most of us who have any ear for music 
envy the complacency with which a saw-sharpener 
endures the excruciating sounds which he produces, 
and wish that he would ply his necessary but ex¬ 
asperating calling out of hearing. The impertur¬ 
bable driver of a cart full of empty milk-cans and 
with a squeaking wheel over a macadamised road is 
blandly unconscious of the torture which he inflicts 
upon sensitive ears. To many the mere thought 
of a saw being ground or of a pencil squeaking on 
a slate, or of a cork being cut by a blunt knife, 
produces a momentary rigor, goose-skin, and more 
or less lasting sense of discomfort. 

Placid and sentimental people eulogise (at all 
events in theory) the merry voices of children just 


dren as to her long-suffering husband. But he can; 
usually find a quiet retreat at his club, whereas the, 
children cannot. ; 

Some schoolmasters paralyse the brains of ner- ■ 
vous pupils by an absurd trick of shouting their 
commands and admonitions at them. The ordi¬ 
nary callous schoolboy is quite undismayed, but the 
pedagogic thunder never fails to reduce the more 
sensitive pupils’ energies to nil, Shouting school¬ 
masters cannot teach neurotic children, but may 
succeed in wrecking their nervous systems through 
all time. Coleridge said that he dreamed of his* 
schoolmaster all his life, and that his dreams were 
horrible. Brutes of the type of the Rev. James Boyer, 
of Christ’s Hospital, are now happily extinct; but, 
without being guilty of his gross and wanton cruelty, 
some schoolmasters of the present day produce 
similar effects on timid children by storming at 
them. Many of us, like Coleridge, have been 
haunted all our nights by visions of our early guide 
to learning, grown bigger, grimmer, bristlier, and 
altogether more alarming than ever. He is not in 
the least moved by our appeals to him as fathers of 
families and respectable men of business. We are 
only saved from painful and ignominious submis¬ 
sion to his will when outraged Nature wakes us. 

Worry and morbid apprehension. —Children, like 
adults, are prone to worry over trifles, and are 
particularly liable, if neurotic, to morbid appre¬ 
hensions. Leigh Hunt says that as a child he 


let out of school. But it is otherwise with the 
musician or neurotic brain-worker whose office 
adjoins a Board School playground. The relent 
less piano-organ, the newspaper yeller, the trumpet¬ 
ing motor car, all make a neurotic adult’s life 
well-nigh unendurable, and we sympathise with his 
infuriated letters to the ‘ Times’’ on the subject. 

Yet I believe that the sufferings of neurotic chil¬ 
dren from noise are quite as poignant as his. At 
children’s parties one often notices that some thin 
and pallid infant is discovered in a corner weeping 
and bewildered by the noise. Good-natured 
attempts to make it join in the general hilarity 
only lead to floods of tears, and it is dismissed to 
the care of its nurse by the much annoyed hostess, 
who cannot understand why the “stupid little 
thing” will not enjoy itself like her own sturdy 
urchins. 

The loud-voiced, incessant chatter and discordant 
laugh of a fussy mother is as irritating to her chil- 


could not see his mother bite off the ends of her 
thread whilst sewing “without being pained lest 
she should swallow them.” Doubtless he had 
heard the legend that ends of threads, if swallowed, 
entwine themselves around the heart with fatal 
results. 

A boy set. it, recently under my care for cyclic 
albuminuria, would wake his mother night after 
night in order to make sure that she was still 
alive. He told me that he constantly dreamed of 
seeing her walking on a narrow plank amidst 
moving machinery and being drawn in and turned 
to mince-meat. 

Unnatural remorse for misdemeanours is also a 


feature in neurotic children. When cautioned, as 
they often may be, against the danger of bringing 
their parents’ grey hairs with sorrow' to the grave, 
they are apt to take the warning literally, and 
daily watch for the commencement of the process 


with the utmost anxiety and self-reproach. 
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Thackeray speaks of his agonies of contrition for 
having spent fourpence of his parents’ money on 
coffee and toast when famished with hunger on 
his way home from school. Leigh Hunt believed 
himself irretrievably lost as a child for having once 

said “ D-n it! ” A friend of mine once told 

me that at the age of six he thought he must 
be doomed to eternal perdition after using an 
unparliamentary expression during a spirited alter¬ 
cation with his nurse. 

Fretting .—We must all remember the pangs of 
nostalgia in childhood; the dead cold weight at 
the epigastrium, the feeling of intense depression, 
of nausea at the sight of food which seemed 
tasteless and like to choke us when w’e forced 
it down; the lump in the throat, and tears 
which came at every thought and suggestion of 
those who seemed far away, though perhaps within 
a stone’s throw. 

We probably did not exhaust ourselves with 
weeping and rolling on the floor like Ulysses, 
but our sufferings may have been as acute and 
lasting as his. We kept them to ourselves, or 
at most alluded to them vaguely as “ belly-ache ” 
to friends with whom we were sufficiently intimate 
to exchange confidences. A schoolboy was 
brought to me recently because he frequently 
complained of pains in the stomach. I asked 
him when he felt them, and he replied, “ When¬ 
ever I see a boy caned at school.” I think I 
realised what he meant. There can be no doubt 
that the general health and digestion in par¬ 
ticular are deeply affected by fretting from any 
cause. 

I remember seeing a little girl aet. 9, who for 
a fortnight had complained of constant headache. 
She had refused food, vomited, was wasting, and 
looked pale and ill. Her temperature rose irregu¬ 
larly, and it was feared that she might be in an 
early stage of meningitis. I could discover no 
cause for the symptoms nor did I know what was 


and no food seems to tempt their appetite. Nurses 
soon recognise that they are merely fretting or 
suffering from what is called “ Hospitalism.” 

Thackeray’s remark to the effect that little boys 
only cry on going to school because it is a very 
uncomfortable place, does not apply to all. 

Sensitiveness to colour .—A medical friend 
recently drew my attention to a curious dislike 
for the colour red, displayed by his little 
daughter, aet. 7 months. If offered a scarlet 
geranium or piece of scarlet cloth, she would 
make no effort to take it, but would shrink back, 
and hide her face on her mother’s shoulder. She 
readily grasped and seemed pleased with objects 
of any other colour. At this age she showed 
unusual readiness to make friends with strangers, 
and was not timid in any respect. Six months 
later she showed the same dislike for red coloured 
objects and also other signs of timidity. She 
could not be induced to approach a pair of 
buff coloured slippers, and was frightened when 
strangers made advances to her, whilst she had 
been terrified at the sight of her grandfather 
clothed in a dressing-gown instead of his ordinary 
habiliments. 

Dislike and fear of the colour red has been 
traced to primitive instincts in savages and abori¬ 
gines. During the epidemics of dancing mania in 
the Middle Ages, the subjects are said to have 
been excited to further paroxysms by the sight of 
red-coloured objects, particularly scarlet shoes, 
whilst Charcot’s hysterical women at the Salpe- 
triere betrayed a similar dislike for the colour red, 
which is also shared by certain animals. 

Hypersensitiveness to odours .—I have made no 
observations on this point in the case of children, 
but it is well known that individual susceptibility 
to certain odours exists in adults. # 

The scent of roses, or even the sight of an 
artificial rose, will produce a paroxysm of asthma 
in certain people. 


the matter with her until, some time later, I was 
told that she at once began to mend on hearing 
that a nurse to whom she was greatly attached, 
and who had given notice to leave, had changed 
her mind, and consented to stay. 

In hospitals we must all have known children 
who are admitted for some trivial complaint which 
is soon cured, and yet the children seem no better. 
They are dull, listless, silent, or fretful, they waste, 


Evelyn mentions in his diary that Viscount 
Stafford at a banquet got up in some disorder from 
the table when roses appeared amongst the fruit at 
dessert. He also mentions Sir Kenelm Digby’s 
story that Lady St. Leger had so great an antipathy 
to the flower that when one was placed on her 
cheek whilst she was asleep it raised a blister. He 
adds, however, that “ Sir Kenelm was a teller of 


strange things.” 
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A man of my acquaintance would turn faint and 
presently vomit on experiencing in the street a 
smell imperceptible to others. Probably we all 
have idiosyncrasies in this matter, dating from in- ' 
fantile experiences, sometimes pleasurable, and 
sometimes painful. The scent of honeysuckle or 
other flower may raise a flashlight picture in the 
mind of some green country lane, seen in early 
infancy but never since. The heavy penetrating i 
odour of thick pease-soup creates an appetite in [ 
some, in others nausea, with memories of school 
fare, and Wightman’s Arithmetical Tables. 

The smell of linseed which pervaded surgical 
wards in pre-Listerian days, must have recalled to 
others, as it did to me, successive crops of boils, 
and weeks of pOultice-clad existence which we 
loathed. Lord Lister abolished linseed, besides 
exterminating germs. 

Appetite .—The mother of a hospital patient 
lately described her child’s appetite as “ very 
fictitious.” The good woman meant “capricious,” 
but the word she used describes not inaptly the 
appetite of some neurotic children, which is 
ravenous, yet soon sated, which craves for in¬ 
digestible and unsuitable diets, and is banished by 
the sight of things wholesome. Milk and milk 
puddings are often positively loathed, and the 
child sometimes seems wholly carnivorous. 

A curious characteristic is that food, especially 
if minced, is critically sucked, not masticated, and 
if any small particle of harder consistency than the 
rest is discovered, it creates the strongest expres¬ 
sion of nausea and disgust. 

At first the child is supposed to be in danger of 
assimilating a bone, and amidst general consterna¬ 
tion it is exhorted to eject the mouthful, which it 
usually does and then flatly declines to eat any 
more. When the alarm has proved false, the child 
is reproved for daintiness and forced to eat what¬ 
ever is put before it. The result is a confirmed 
habit of bolting food lest it should be tasted, and 
this leads to disastrous consequences to digestion. 
The habit of scraping the platter clean is enjoined 
in schools and families where Spartan discipline is 
maintained, with results resembling those which 
befell the Lacedaemonian boy whose vitals were 
gnawed by the fox beneath his little girdle. Indeed, 
this story may be an allegory intended to convey 
the ill results of food-bolting. A child can no 


raise its gorge than we ourselves can try to chew a 
rhubarb pill. 

Our tastes and distastes with regard to food are 
generally formed in early life, and what we do not 
like is almost certain to disagree with us. A healthy 
child’s meat may be a neurotic child’s poison. 

A lasting distaste for wholesome articles of food 
is sometimes inspired by the custom of adminis¬ 
tering medicine in them. It is long before the 
memory is effaced of a certain gruesome half¬ 
inch of cold drawn castor oil floating in odious 
superiority on the surface of a wineglassful of 
warm milk. And unfortunately, it is the milk 
which sustains perpetual disgrace for having once 
kept evil company. 

To spring an unwelcome surprise upon a child 
in the shape of cake, jam, or raisins in which a 
I powder has been artfully concealed, is to take an 
unfair advantage over youthful simplicity. The 
powder may be unsuspected, but it certainly 
animates the whole. Medicines are necessary, 

| but the suggestion of their presence should be 
i kept out of the menu of the daily meals. Milk 
| and medicine are incompatible. 

Aversion to fat .—Neurotic children are mostly 
thin and need fat, but usually hate it, in the shape 
of beef and mutton fat, the most unattractive 
forms of hydrocarbons. If compelled to eat it 
they swallow it whole, and suffer martyrdom 
accordingly. Their only hope of salvation is in 
the school “gag eater,” who may come to the 
rescue provided that his lessons are done for him 
in return. 

Butter and even oleo-margarine are the best 
substitutes for beef and mutton fat, and are usually 
welcome to the most fastidious children. In 
schools one is usually told that bread and butter 
1 are allowed a discretion , but the amount of butter 
' supplied is singularly disproportionate, as a rule, to 
i the quantity of the bread. 

Fat in the shape of suet pudding is excellent for 
robust school boys, but its pallid greasy homeli¬ 
ness, even with a treacley dew upon it, renders it 
| unacceptable to queasy stomachs. 

I cannot enlarge here on the subject of school 
dietary. It usually looks better on paper than it 
does on a dish, for the school cook is rarely a 
1 “ cordon bleu ,” and as Jerome Cardan said more 
i than 300 years ago: “ Trust a schoolmaster to 


more be persuaded to masticate substances which 


teach, but not to feed your children.” 
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I suppose that cod-liver oil is given to all thin 
children. Although cod-liver oil is of the greatest 
value, the sensitive palate of neurotic children 
often revolts against its taste and smell. This is 
sometimes due to attempts to administer it in its 
crude state or in an ineffectual combination with 
sickly orange wine or milk. It should always be 
> given in the form of an emulsion, with iron, 
' hypophosphites, or bromides, as indicated. 

Adult patients will often recoil with horror at the 
bare suggestion of cod-liver oil; they will give us 
graphic accounts of childhood rendered miserable 
by its ancient fish-like smell; of meal times haunted 
daily, and appetite destroyed by the thought of the 
grim dose which was to follow ; of constant gallant 
efforts to get it down and keep it down, and of its 
subsequent ill-timed reminders of its hateful 
presence. No wonder they say that it never did 
them good and resent it, for however skilfully 
the preparation is made, the scent of the oil will 
cling to it still. If disliked it does no good but 
harm, for cod-liver oil is food, and food to be 
digested must not nauseate. Its liability to cause 
diarrhoea has also to be considered, but when it 
does so the effect is probably due to psychical 
rather than physiological action. Fat, unless 
relished, does not fatten. 

A friend of mine who sufferes from nervous 
diarrhoea whimsically attributes his affliction to the 
enormous quantities of cod-liver oil which he 
was forced to swallow in his early days. He says 
that the oil “permanently lubricated his works.” 

Clothing of neurotic children. —Nix. Noble Smith, 
amongst excellent observations on ‘ Growing 
Children, their Clothes and Deformities ’ (London, 
Smith Elder & Co., 1899), has drawn attention to 
the production of rounded backs, depressed chests 
and crooked spines by wearing ill-shaped clothes. 
He points out the ill results of narrow-chested 
clothes with the same space between the arm-holes 
back and front, which prevent the child from 
throwing its shoulders back and its chest forward. 
He also complains of the ill effect of suspending 
all clothes by shoulder-straps. I quite agree with 
him as to the production of deformities in this 
manner. 

And in the case of neurotic children another 
objection may be raised to uncomfortable and 
unsuitable clothing. The skins of neurotic children 
are frequently extremely irritable and sensitive. 


As mentioned before, neurotic children are prone 
to various skin eruptions of the urticarial or 
erythematous type, and also of the eczematous type. 
But apart from those, they are subject to intolerable 
itching or formication without manifest eruptions. 
A tight or frayed collar, or arm-hole, a shrunken 
vest, close-fitting sleeves or inelastic stockings, the 
pressure of a narrow shoulder-strap and often of 
flannel next to the skin, will induce such discomfort 
that the child will fidget and fret itself ill. I believe 
that a considerable number of cases of habit spasm 
and even rheumatic chorea are partly due to 
constant irritation of the kind. 

The principles to be observed in the clothing of 
neurotic children are that the garments should be 
light, warm, loose, and non-irritating. Clothes 
should be made to fit the child; the child should 
not be forced to fit the clothes. 

(To be continued.) 


Hsemoglobin in Chronic Heart Disease.— 

Schott analyses a number of cases in which the 
haemoglobin was rapidly restored to normal during 
a Nauheim course of baths and exercises, although 
in all there was some heart affection, muscular 
weakness, exophthalmic goitre, or chronic myo¬ 
carditis, with or without a kidney affection. He 
found that the proportion of haemoglobin returned 
more rapidly to normal in young and middle-aged 
subjects than in the elderly—other conditions being 
equal. Even when the latter feel subjectively much 
better under the influence of the treatment, yet the 
haemoglobin percentage still remains low. He has 
observed that excessive physical exertion, violent 
emotions, or a febrile affection are able to reduce 
the proportion of haemoglobin very rapidly, in 
some cases even instantaneously. The rise in 
haemoglobin was very marked in some of the cases 
he describes. In a lad aet. 14 with aortic incom¬ 
petency. after polyarthritis, the haemoglobin rose 
from 55 to 78 per cent., the blood-pressure from 
105 to 118 mm. in thirty-five days, during which 
time twenty-four baths had been taken. In a man 
aet. 44 with debilitas cordis and dilatation of both 
ventricles, the haemoglobin rose from 75 to 85, but 
then dropped back to 80 in consequence of a 


febrile bronchitis.— fourn. A.M.A. y vol. xliii, No. 2. 
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A Manual of Surgical Diagnosis. By James 
Berry, B.S., F.R.C.S., Surgeon to and Lec¬ 
turer on Surgery at the Royal Free Hospital. 

. J. & A. Churchill, London. Price 6*. 

This work, consisting of 360 pages, is published 
in the same green series as Mr. Bowlby’s well- 
known book on Surgical Pathology. It is eminently 
a practical one, and the author in his Preface 
states that it is mainly intended for dressers and 
junior practitioners; but since it is the collected 
results of a long and practical experience of general 
surgery there are very few who will not learn much 
from its perusal. The opening chapters deal in a 
novel manner with the great principles which should 
guide the surgeon in obtaining an accurate history 
of symptoms and correctly observing the physical 
signs upon which he can base not only a diagnosis 
but a rational treatment suited to the particular case 
and may accurately gauge the prognosis. These 
opening chapters supply the atmosphere and point 
of view from which the subsequent chapters proceed 
to guide the student to the detailed examination 
of each organ or region in turn. Each chapter 
contains numerous practical points of value such as 
are obviously the fruit of many years spent in the 
careful practice of surgical diagnosis in its highest 
sense. This work is not a mass of tables, nor does it 
consist of the orthodox lists of differential signs with¬ 
out perspective which in most works on diagnosis 
are supposed to help the reader to distinguish one 
disease from another. The author has, of course, 
made use of headings and paragraphs, but the style 
is continuous and the language clear and simple. 
He has succeeded in showing in a short space how 
the symptoms of the disease of every organ may be 
grasped in their relative importance and lead 
naturally and easily to an accurate conclusion. 
A work of this character, based upon a single 
experience, naturally omits many things which h^ve 
not appealed to the author. For instance, in the 
chapter on the causes of Closure of the Jaw no men¬ 
tion is made of mumps and no special reference is 
made to impaction and inflammation of the lower 
wisdom teeth. The book can be strongly recom¬ 
mended to all commencing the practice of surgery, 
and even those who have a sound knowledge of the 
subject will gleam many practical points from its 
pages. The Index consists of 38 pages, and is very 
complete, so that it is easy to refer quickly to any 
particular disease. 


Diseases of the Gall-bladder and Ducts. 
Third Edition. By A. W. Mayo Robson, 
F.R.C.S., assisted by J. F. Dobson, M.S.Lond., 
F.R.C.S. (Bailliere, Tindall, and Cox, London, 
\i9°4-) 

Twenty-five years ago operative procedures on 
the gall-bladder were scarcely recognised, and even 
ten years ago the space accorded to the diseases 
of the bile-ducts and the gall-bladder in the current 
text-books of surgery was very scanty. In the 
present instance we have a handsome volume con¬ 
taining nearly five hundred pages, and equal in size 
to some hand-books of surgery, devoted to the 
clinical and operative treatment of the biliary 
passages alone. A large section of the book, 
about one hundred and fifty pages, is devoted to 
the description of 540 cases of operations; the 
first one is dated June, 1884, and the last in 
November, 1903, and constitutes a striking record 
of excellent work, and serves to show on what a 
secure basis the surgical treatment of gall-stones in 
particular now stands. 

The work itself is written on the lines usually 
followed in dealing with the surgical treatment of 
viscera ; that is to say, it deals with the anatomy 
and physiology of the gall-ducts, then treats of 
the injuries to the ducts, their inflammatory affec¬ 
tions, gall-stones, and the troubles which they 
cause. Malignant tumours of the gall-bladder are 
also carefully considered, and the concluding sec¬ 
tion of the book is devoted to the detailed descrip¬ 
tion of the various operations by which patients 
may be relieved of troublesome gall-stones. 

The book is the standard work on the subject 
in this country, and illustrates in an unmistakable 
way the freedom and safety with which a skilful 
surgeon may intrude into the domain of the peri¬ 
toneum provided he is a strict disciple of Lister 
and possesses surgical aptitude, experience, and 
sound judgment. 


A steriliser exhibited by Arnold and Son, at 
the meeting of the British Medical Association, 
attracted much attention. It has been designed 
by Mr. Bruce Clarke ; every part can be easily 
taken to pieces for repair, and it has been proved in 
every way a reliable instrument. In a future issue 
of the Clinical Journal there will be published 
a lecture by Mr. Bruce Clarke on the subject. 
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A CLINICAL LECTURE 

ON 

PAIN IN THE CHEST. 

By F. J. SMITH, M.D., F.R.C.P., 
Physician to the London Hospital. 


Gentlemen,— There is no commoner symptom in 
medicine than pain in the chest, and therefore to 
attempt its differential diagnosis should be a good 
subject for a clinical lecture. 

The causes which may give rise to it vary from 
fatal angina through a serious tuberculous lesion to 
slight muscular pain of rheumatic or other origin, 
so that it is very important to make a diagnosis. 
It is impossible in a short lecture to exhaust the 
subject, for obviously it includes nearly every 
disease of the chest. The following table will 
form the basis of my remarks. 

Pain in the chest may be then— 

1. Of a distant origin ; 

2. Of a local origin in or close to the thorax, of 
which the principal causes are : 


Growths in cord. 

Mediastinal. 

Muscular. 

Traumatism. 

Superficial. 

Gastric troubles. 


1. Aneurysm. 1 7. 

2. Heart. j 8. 

3. Pericardium. 9. 

4. Pleura. I 10. 

5. Lungs. 11. 

6. Caries and bony 12. 

tumours. 

I propose first to take the individual diseases 
and say a few words as to the general nature of the 
pain each causes, and then to consider a given 
individual pain and analyse its probable cause. 

1. Aneurysm .—Until and unless an aneurysm 

presses on some sentient organ it rarely seems to 
give rise to any pain which could be due to the 
stretching of the artery, though an aching pain in 
the centre of the chest might cause the idea of an 
aneurysm to occur to the diagnosing mind. \ When 
large enough to cause pressure and therefore pain, 
there is no limit to the variations of such pain in 
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position, in severity, and even in character. The 
commonest situation for aneurysmal pain which 
cannot be diagnosed with ease by physical signs is 
between the shoulders, where it usually takes the 
shape of a dull aching pain rarely throbbing and 
often worse at night, and subject to exacerbations 
without obvious exciting cause: ordinary respira¬ 
tory movements per se have no influence upon it, 
though the shaking of a cough or a sneeze may 
apparently increase it. 

2. Heart pain. —The pain caused by a diseased 
heart is usually situated in the cardiac area as its ! 
primary seat, but radiates with great severity into 
various regions such as the left arm or right chest 
or neck, etc. That caused by a healthy heart 
startled by other agencies out of its easy working 
is but rarely felt elsewhere than in the cardiac area, 
and though it may be and often enough is a very 
distinct and severe pain, it more usually takes 
the form of palpitation or consciousness of the 
heart’s action. 

3. Pericardial pain .—This is most commonly a 
continuous pain, inasmuch as the rubbing of the 
inflamed surfaces cannot cease during life, it is 
generally felt most acutely in the cardiac area, but 
will frequently enough radiate very generally into 
the shoulders and round to the back. It rarely 
becomes very intense, but at the same time it equally 
rarely has intermissions. It is not specially affected 
by breathing. It is most frequently described by I 
patients as a “sore” pain of great severity, and j 
causes often enough a peculiar look of distress in | 
the patient’s face. 

4. Pleural pain .—Without entering into any 
question of the cause of the pleurisy, a most im¬ 
portant subject of which I shall speak subsequently, 

I may say that the pain of a pleurisy is almost 
always a cutting sharp pain, naturally very much 
influenced by the respiratory movements, so much ■ 
so as to disappear entirely when the breath is held, 
and to rise to an unbearable height on sneezing, 
coughing, or taking a deep breath ; per contra it 
may only be present on taking a deep breath, 
especially if the pleurisy be located—as to judge 
by post-mortem evidence it very often is—on the 
diaphragmatic surface of the lung. 

5. Lungs .—It is almost if not quite true to say 
that disease of the lungs alone never causes a pain 
in the chest unless the breathlessness is so great or 
the cough so violent as to lead to a general severe 


pain in the chest, either like cramp or the intense 
distress of severe dyspnoea. When pain is present 
in lung trouble it is practically invariably either 
laryngeal, in localisation and source, or more 
frequently pleural. 

6. Spinal column. —The pain of caries or growth 
in the bones of the spinal column is situated in the 
back almost invariably, though it may now and 
again be referred to the front owing to pressure 
on the intercostal nerves. It is of a tooth-achy 
character, and as a rule, like all bone pains, much 
worse at night. But again I must draw your atten¬ 
tion to the various causes of such erosion—aneu¬ 
rysm, malignant or tubercular mediastinal growth, 
etc. Tapping the spine will pretty certainly cause 
aggravation of it or a local pain in the spot 
tapped. 

7. Cord growths. —The pain of these is usually 
situated in the back like that of diseases of the 
bony column, but much more frequently than in 
bony troubles, the pain is felt in the sternum or 
down^the arms, or even in the abdomen. It is 
associated with tenderness in the back locally, and 
referred to the posterior branch of the intercostal 
sensory nerve. Hyperaesthesia of the skin over 
the vertebrae is a very frequent accompaniment, 
best shown by rubbing a hot sponge gently up and 
down. 

8. Mediastinal. — Pain from mediastinitis or 
growth is usually felt in the middle of the chest, 
i. e. a pain due to direct pressure, but affections of 
this nature are so rare that a case of this pain is 
seldom seen, and when the affection has reached 
some degree of advance the back of the sternum 
is usually complained of, but I think it would be 
more true to say that mediastinal growths rarely 
give rise to pain except by implicating either the 
pleura or the pericardium when the pain is of the 
corresponding character. 

9. Muscular. —The pain of intercostal cramp or 
what is often called intercostal neuralgia is usually 
intermittent, though while it lasts it may be ol 
great severity; it occurs on one side or other of 
the chest, most usually the left; it is frequently 
immoderate laughter that produces it. “ I laughed 
till my side ached ” and then got a sudden sharp 
pain between the ribs is not an uncommon 
explanation. A sharp run will often produce the 
same pain in one who is young and out of 
training, but I must caution you against trying the 
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same experiment in one past middle age for fear 
the pain may be cardiac and irremediable damage 
be done by your experiment. 

10. Traumatism .—This pain is local in the spot 
struck, and there is much tenderness of the bruised 
structures. The cause is so obvious that the 
matter only needs discussion as to the nature of 
the injury produced vide below. 

11. Superficial causes of pain are breast troubles, 
herpes, boils, acne, etc., which are, like traumatism, 
so easy of localisation and their causes so easy of 
immediate recognition that I need say nothing more 
on them except to mention that the pain of herpes 
may precede the eruption by a day or two. it then 
takes the shape of a burning or tingling along an 
intercostal nerve. 

12. Gastric disease. —This requires to be men¬ 
tioned for two reasons— (a) that the lay idea of the 

“ chest ” is very vague, so that an epigastric pain j 
is frequently described as “a pain in my chest,’’ 
illustrating the necessity (vide below) of locating 
the exact seat of a pain as far as possible, and (If) 
because inasmuch as the stomach lies so close to 
the chest and is innervated to a large extent by the 
same nerve as the heart and lungs disturbance in 
the stomach does produce cardiac irregularity and 
palpitation, and often even severe pain referred to 
the heart and chest. 

The main characteristic of gastric referred pain 
is usually either a morbid consciousness of the 
heart beat or a crampy sort of pain and fulness in 
attempted deep respiration. 

I will now consider the other side of the picture. 

A patient comes to us complaining of a pain in the 
chest. How shall we proceed to ascertain its 
cause ? Obviously there are many plans for 
examination and it matters but little in what order 
we ask our questions so long as our information is 
ultimately full. 

Traumatism .—We may take this first as being 
at once the most obvious cause of the trouble 
though its results may be of the greatest variety. 
The pain will have arisen either at once 
simultaneously with the blow or shortly after, 
exceptionally it may follow at some interval (vide 
growths below), and the pain will be primarily 
located in the spot struck except in the case of a 
rib broken by indirect violence from compression. 
The most obvious question that immediately arises 


1 used, a blunt cart shaft or wheel versus the stab of 
a small bladed knife or a stiletto as extreme 
examples. Bruising of the muscles and skin is too 
obvious to require more than mention. Fractured 
ribs must be thought of and care taken by a 
pressure exerted at a distance from the spot, but 
in such a direction as to tend to cause some slight 
temporary displacement of the fractured ends, to 
exclude or to find such fracture ; crepitus must also 
• be felt for. Wound of an intercostal vessel with 
internal haemorrhage must not be forgotten; 
faintness and pallor, if a large vessel with free 
bleeding, is likely to be the first indication of such 
a complication before any dulness of fluid in the 
pleura, but the bleeding may have been gradual 
and dulness may be the main indication. The 
chest, at any rate, must be carefully examined 
from time to time for evidence of fluid; if such be 
found within thirty-six hours of the accident it is 
most likely blood and clot, if it only makes its 
appearance after the second day then simple 
pleural effusion is the most probable, though 
secondary haemorrhage must not be lost sight of. 
An exploring needle will clear up the matter. 
Puncture of the lung may easily bring on a 
pneumothorax, the main features of which will be 
hyper-resonance and the bell sound. A blow may 
be followed by pneumonia with its usual symptoms, 
and pleurisy is very common indeed; it is certain 
to come on if ribs are broken, and commonly • 
enough results from a blow without any obvious 
laceration. Its symptoms and physical signs do 
not differ, qua pleurisy, from those of a pleurisy of 
other origin, but the chest must be carefully 
examined from time to time so long as the pain 
remains, or even for some time after the pain has 
I disappeared. Whether a growth either on the rib 
or in the lung is actually caused immediately by a 
I blow may be open to question, but as in the case of 
I the breast and hip there can be no question of the 
clinical result that a growth of sarcomatous nature 
has followed violence. 

Leaving traumatism as a cause that may account 
for a pain in the chest at any age and in any person, 
the age, sex, and general appearance of a patient 
are the first points that will be obvious before any 
questions are asked, and they are worth a little 
study as preliminary factors. 

Age .—In babies and quite young children it is not 


is the nature of the “ weapon ” and of the force 


sy to locate the pain as arising above 
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diaphragm, and consequently a complaint of pain in j 
the body necessitates a very careful examination of 
all the internal organs into the details of which it | 
is obviously impossible to enter here, but so far as , 
the chest is concerned, broncho-pneumonia with a 
slight attendant pleurisy, a pleurisy alone or a | 
pericarditis are about all that we could think of 
unless there were some obvious signs of congenital 
morbus cordis, though this is only exceptionally a 
cause of pain in the chest. 

In children and young adults the same illnesses 
may occur as in infancy, but we must also add the 
wearying pain of caries of the spine, and be careful 
to examine the spinous processes by tapping to see 
if it causes excess of pain, and the skin of the back 
for hyperaesthesia; the pain of dyspepsia is as rare 
under say twenty, as it is common from say twenty- 
five to forty. 

When adult life is reached we have to add to 
our list this dyspeptic pain, and very difficult it is 
to come to a conclusion, the principal points on 
which we rely being the negative ones of finding 
absolutely no physical signs in the chest combined 
with acknowledged wind, and flatulence. It is, too, 
in middle life that cardiac pain due to acquired 
valvular disease assumes a prominent place in 
diagnosis. 

As age creeps on a pain in the chest begins to 
raise suspicion of insidious vascular troubles, of old 
adhesions, of aneurysm, of asthma, of a secondary 
character. 

Sex .—Experience teaches us that the sexes are 
not equally liable to the same causes for a pain in 
the chest; it is undoubtedly commoner in women 
to find a complaint of pain in the chest without 
any physical signs to account for it (vide below.) 

General appearance and manner .—From these 
signs experience teaches us to pick up many little 
points, shortness and catching of the breath sug¬ 
gesting pleurisy, a worn look may suggest the 
wearying pain of an aneurysm or caries, the acute 
pain of a pericarditis may be present. The glibness 


perhaps at times from want of opportunity, for I 
am bound to admit that some patients would 
rather go to another doctor than strip the chest for 
examination. 

Examination of the chest .—Here superficial 
examination by the eye is not likely to make any 
discovery which would not be made manifest by 
other methods of examination, but it may show 
bruises of traumatism, bulging of an aneurysm, or 
of the spine from caries, bending of the spine from 
I lateral curvature, heaving of the cardiac area, or 
whole side of the chest, indicative of a hyper- 
i trophied heart, and perhaps therefore pointing to 
I the cause of pain ; fulness and immobility of one 
side of the chest suggesting pleuritic effusion or 
possibly a growth. Enlarged veins suggesting 
j blockage from a growth, supra-clavicular pulsation 
suggestive of aortic valve mischief or aneurysm, 
bulging above clavicle on cough suggesting emphy¬ 
sema with pleurisy, or perhaps only pain from the 
cough (tender muscles below). It may also reveal 
more fully the catchy breathing of an acute pleurisy 
or of neuralgic pains. It may show also such a 
condition of the breast as gives a complete clue to 
the pain ; hypertrophy of it will sometimes cause 
pain, but tumours, ulcers, and inflammation more 
frequently do so, and that sometimes without the 
patient being aware that it is the breast which is at 
fault. It will also reveal muscular abnormalities 
and wasting, which, though not painful in them¬ 
selves, may be the indirect cause of pain by necessi¬ 
tating the unusual use of groups of muscles on the 
same principle as that which explains the pains in 
the leg when a bunion or corn causes unusual 
attitudes in walking. It will reveal an attack of 
shingles which for our present purposes is a 
sufficient diagnosis of the cause of a pain, though it 
must not be forgotten that shingles in itself may 
require further separation as regards etiology. It 
will show the shrunken chest of phthisis. 

Palpation will reveal many possible factors in 
causing a pain—breast conditions, growths and 


of tongue with more complaints than the nomen- inflammations not previously seen on inspection, 
clature of diseases ever anticipated suggests the (In this connection do not forget to examine a 
neurotic dyspeptic with slight neuralgic troubles, breast by the palm of the hand, standing behind the 
Whatever conclusions we may have formed they patient, and not, or not alone, with the pads of 
must after all be brought and give way to the test , the fingers standing facing the patient.) It will 
of actual physical examination of the chest, and it I separate the pulsating swelling of aneurysm from 
is in this that so many mistakes have their primary the solid growths on ribs or sternum or projecting 


origin, not through ignorance but carelessness or j between two ribs. It will with more certainty even 
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than the eye or stethoscope in some cases tell you j 
that there is a large heart in the thorax, for it is 
often more possible by this means to appreciate the ) 
heaving of the chest wall in response to the large | 
mass of muscle contracting beneath it. A thrill ' 
may be felt synchronous with the heart’s beat I 
suggestive either of valvular disease or of a failing | 
ventricle, while a thrill or rub synchronous with the j 
respiratory movements may also be detected and 
direct the mind to a pleuritic rub, or to some 
peculiar displacement of heart or lung. Variations in 
tactile vocal fremitus may be detected by palpation 
too, variations which may help to separate solid 
lung (increase) from fluid effusion or from a growth. 
(Edema can also be discovered, and there is no 
more certain sign of intra-thoracic tumour of some 
kind than a unilateral oedema of the chest wall; a 
bilateral one has a very different meaning as a rule, 
generally renal or cardiac generalised dropsy. By 
palpation, too, we shall discover the local tender¬ 
ness of traumatism, or possibly a tender spot of 
nerve disturbance, and by a modification of palpa¬ 
tion we may find the hyperaesthesia of the reflected 
pain of bone or cord disease. It will discover, 
also, the local tenderness of periostitis or abscess 
of a rib, clavicle or scapula, sternum or vertebrae. 

We now come to percussion , a method of 
examination more abused by students than any 
other, and one which on the whole is perhaps of 
much less use than any other when taken alone , its 
chief merit being in its power of corroborating 
other methods, and I generally prefer to practice j 
it after the other methods instead of in its logical 
position after palpation. Used thus it will separate 
collapse of the lung and pneumothorax in early 
stages from solid or liquid causes of diminished 
breath sounds or tubular breathing, and perhaps 
even a thickened pleura and adhesions from either. 
It will, with allowances for emphysema, corroborate 
a suggested enlargement of the heart, or give with 
some approximation the dimensions of an aneurysm 
detected or suggested. 

Auscultation .—The stethoscope, when all is said 
and done, remains our sheet-anchor in trying to 
determine the cause of a pain in the chest which 
is in the least obscure; by its means alone can we 
detect a slight pleuritic rub, a cardiac bruit, and 
many pulmonary conditions which may possibly be 
the cause of the pain. 

It will reveal one of the following : 

(a) Pleuritic rub; 


(b) Pericardial rub; 

(c) Pleuro-pericardial rubs; 

(d) Pulmono-pericarditis; 

(e) Pathological lungs possibly associated with 
pain ; 

(/) Nothing at all; 

and each of these must be examined in a little 
detail for a correct diagnosis. 

(a) Pleural rub .—The character of the pain ( vide 
above) may have suggested such a cause, and the 
stethoscope corroborates it. We are then only on 
the threshold of diagnosis, for when all is said, 

I pleurisy, as I have always taught, is little more 
than a symptom, and a very common one, to judge 
by post-mortem experience. It may occur ap¬ 
parently idiopathically in rheumatic subjects, and 
possibly in gout or in kidney troubles, evidences of 
any one of which must be carefully searched for 
and inquired into; but suppose the patient has a 
I distinct rheumatic history and a cardiac bruit, how 
shall we know he has not got a small embolic area 
I in the lung over which pleurisy has been set up. 
As points in such a diagnosis we may note :— 
(1) Is there evidence of recent endocarditis by (a) 
emboli elsewhere ? (b) changing bruits ? (c) tempe¬ 
rature not accounted for by changing articular 
complaints ? (2) If it practically certain that the 
endocarditis is all old? (3) Was the pain very 
sudden in onset? (4) Is the friction sound quite 
limited in area ? (5) Is there any tubular breathing ? 
(6) Is shortness of breath as opposed to mere pain 
on breathing an additional feature ? In some of 
these directions we shall surely find a clue to 
our difficulties, but the difficulties themselves are 
none the less real. 

(/;) Pericardial rub.— The discovery of this sign 
at once clears up the diagnosis qua source of pain, 
as does a pleuritic rub, but we must again consider 
whether the pericarditis, if alone, is of renal origin 
or rheumatic from the point of view of prognosis ; 
of course, if there is tubercle or aneurysm or 
growth the case is clear enough. 

(c) Pleuro-pericardial rubs are difficult of detect¬ 
ion and very rare. 

(d) Pul mono-pericardial are, I think, not so rare, 
for one tolerably frequently finds a peculiar sort of 
crepitant noise synchronous with the heart-beat but 
which can be materially altered by variations in the 
respiratory movements while listening, but as a cause 
of pain I do not think these bruits require detailed 
notice. 

(e) Pathological conditions of lungs. —These are 
important, varying as they do from the most obvious 
tubular breathing, etc., of a genuine pneumonia 
through the crepitus and indefinable bruit of 
broncho-pneumonia to a mere fine occasional 
rhonchus and crepitation. The temperature and 
other obvious conditions will assist the diagnosis 
of the first two, and with their presence a conjoined 
pleurisy may be^-safely inferred if it be deemed 
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necessary, but the last condition is very important 
in connection with the next revelation, viz. : 

(f) Nothing at ail to be heard .—It is here that 
just an odd crepitus on deep breathing or a casual 
fine rhonchus at the base that is gone when we 
listen are so important, for they justify a diagnosis 
of diaphragmatic pleurisy in cases such as the fol¬ 
lowing : a patient of any age or sex comes to us com¬ 
plaining of a pain in the chest which is very sharp 
when it occurs, is absent for long periods while 
breathing quietly, comes on with deep breathing and 
is described as a catchy sharp pain. The locality 
is described as just at the margin of the ribs or even 
below that in the abdomen. The pain is not asso¬ 
ciated with food nor indeed with any movements 
except those which involve deep breathing, such as 
coughing, sneezing, yawning or even running. I 
say in such cases I think the probable diagnosis of j 
diaphragmatic pleurisy is justified on the following | 
grounds: (a) a negative result in hunting for any 
other cause ; (b) the well-known frequency with 
which the lungs are found on post-mortem exami¬ 
nation to be adherent to the diaphragm, which 
amounts to a demonstrable proof that pleurisy has * 
existed at some time or other in that position. 

In other cases where no physical signs 
reveal themselves in the chest ^ter excluding the | 
causes to be ordinarily seen and felt, one is reduced 
to thinking of one of the following : [ 

(a) Aneurysm of the descending arch if the pain 
be of a wearying character, in the middle of the back, 
and the patient is a man at or above middle age. 
Alcohol, syphilis, hard work, and peculiar sharp 
aortic sounds are to be carefully estimated as 
contributory items in diagnosis, and tracheal tugging 
may b« looked for though it will as likely as not be 
absent. Tapping the vertebra may also help by 
revealing local tenderness or pain of the part. 

(b) A little apical pleurisy may certainly exist 
without crepitations—or very fugitive ones—but the 
lung must be repeatedly examined for them if the 
locality of the pain renders such a causation possible. 

(c) Intercostal neuralgia is a disease usually 
mentioned in this connection, but I do not feel at 
all sure that I have ever met with a case in which such 
a diagnosis has satisfied me, though I may confess 
that I have made such a one as a refuge of the 
destitute, a condition to which I have been reduced, 
but it is a very real sequelae of herpes of an inter¬ 
costal, so that a previous history of shingles might 
justify the diagnosis. 

(d) A stitch in the side from running is certainly j 
a common enough event in young subjects other¬ 
wise healthy, but in one past middle age I should 1 
be especially careful to examine the heart and 
blood-vessels as far as possible. I presume it means 
a cramp of one or more of the intercostal muscles 
or of those of the abdominal parietes. It is 
usually felt in the lower regions of the chest, 
and passes off on recovery from the forced breathing. , 


DR. LEONARD GUTHRIE ON 
NEUROTIC CHILDREN.* 


(Continued from page 255.) 

Chorea and “habit spasm .”—Care should be 
taken not to confuse these absolutely distinct 
affections. 

In habit spasm there is rapid exhibition of 
isolated spasmodic movements, such as a series 
of lightning-like winks and rapid nods, or grunts 
and sniffs. In habit spasm the child simply “pulls 
faces ”; in true chorea the grimaces are exaggera¬ 
tions of normal expressions of emotion. The more 
complicated movements of habit spasm are mean¬ 
ingless tricks, gestures, and antics: whilst in true 
chorea the movements are the normal primitive 
actions of flexion, extension, rotation, etc., although 
performed with needless vehemence and without 
object, constantly changing, alternating, and clash¬ 
ing with each other. 

In habit spasm it is seldom that more than one 
trick or antic is indulged in at a time, but com¬ 
monly, one gives way to another. For instance, 
after spending some weeks in repeating apparent 
efforts to twist his mouth round his nose, the child 
will suddenly relinquish the attempt, and take to 
elevating his chin and stretching his neck as if his 
collar were too tight. Or he will shrug his shoul¬ 
ders or writhe in a peculiar manner at short in¬ 
tervals, or begin to execute some variety of saltatory 
spasm. The complaint is usually set up by reflex 
irritation of some kind or other, or by any sur¬ 
roundings or conditions which increase emotional 
excitability, and therefore tend to lower general 
health. As in true chorea, fright is frequently the 
exciting cause ; at times one meets with mixed 
cases of “habit” spasm and true rheumatic chorea. 
The distinction is all important on account of the 
gravity which attends rheumatic chorea as com¬ 
pared with that of the “habit” variety. 

True rheumatic chorea must be treated at its 
onset by absolute rest in bed on account of the 
imminent danger of heart disease, whereas in habit 
spasm it is the mind rather than the body which 
needs rest. 

Although I share the general opinion that true 
chorea is essentially an indication of rheumatism, 

* From teaching delivered at the Medical Graduates’ 
College and Polyclinic. 
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this is perhaps not the whole truth. Most neurotic 
children are rheumatic, but many children who 
are not neurotic go through attack after attack of 
acute rheumatism with endocarditis, yet never 
show any symptoms of chorea, whilst many suffer 
from true chorea in its most severe form without 
marked evidence of rheumatism. Therefore we 
must assume that rheumatism manifests itself as 
chorea only in those whose nervous system is 
peculiarly susceptible to the rheumatic poison. 

There is no real difficulty in reconciling the 
theory of a rheumatic basis of chorea with the fact 
that true chorea is often directly caused by fright. 
Fright is only another name for shock, and may, 
whether it is sudden or lasting, so lower the 
vitality, that rheumatic diplococci readily get the 
upper hand; and if the cerebro spinal system be 
the weakest point the cocci will spend their energy 
on it rather than on the joints and heart. 

If the contention be allowed that true chorea, 
although a symptom of rheumatism, only occurs in 
highly neurotic subjects, we can explain why chorea 
is uninfluenced by salicylates which give marked 
relief in cases of arthritic rheumatism. There is 
no reliable cure, in the form of drugs, for chorea, j 
Its vagaries in the way of sudden subsidence and 
recrudescence are well known to all who have had 
any considerable experience of the complaint. 
The most acute case tends to get well after a few I 
weeks’ rest in bed under bromides and similar | 
sedatives, and if precautions are taken to protect 
the child from emotional disturbance. If, after 
this period, convalescence is retarded, the want of 
progress is due either to loss of will power to 
inhibit involuntary movements—in which case the 
will may be trained by suitable exercises, and re¬ 
covery is soon effected—or to some continuous 1 
emotional disturbance which affects the child. A 
change of nurse or even a change of bed, may 
bring an immediate improvement. Children who 
are tired of lying in bed may quickly lose their t 
inco-ordination on being allowed to get up. A | 
harsh or unsympathetic word may bring about a | 
relapse. Home sickness will frustrate the kindest | 
efforts of strangers to promote recovery in one case, 1 
whilst in another the desired result may be attained 1 
by satisfying the child’s craving for an egg with its | 
tea. Hence I would strongly condemn the routine j 
process of poisoning choreic children with arsenic. 

I have seen many children made worse by it, and I 


I never could satisfy myself that a single one was 
the better. The method was introduced by a quack, 
and in my opinion it ought to have been buried 
with him. 

Cyclic or orthostatic albuminuria .—This affec¬ 
tion in which albumen is present in the urine 
whilst the patient is up and about, but disappears 
after rest in bed, has aroused considerable attention 
of late. But interest has chiefly been taken in 
analyses of the urine, speculation as to the cause of 
the albuminuria, and conjectures as to its ending 
in some form of nephritis. Dr. G. A. Sutherland 
has, however, clearly shown in an admirable set of 
papers * that the subjects of cyclic albuminuria are 
typically neurotic. They are nervous, excitable, 
emotional, tearful, irritable, or passionate. They 
are peculiarly liable to night-terrors, easily tired, 
lethargic, and depressed, they suffer from migraine, 
and from peculiar attacks of abdominal pain, 
either epigastric or in the right iliac region, which 
suggest appendicular colic. The bowels are often 
constipated or relaxed. The appetite is capricious. 
Evidence of disturbance of the vaso-motor system 
is afforded by sweating, flushing or fainting attacks, 
tendency to redness or blueness and coldness of 
the extremities, and passing erythematous erup¬ 
tions. Epistaxis may occur, palpitation of the 
heart and tachycardia are met with sometimes, 
with tremors and symptoms of Graves’ disease. 

In appearance the children are listless, sallow, 
anaemic, with puffy lower eyelids, and a general 
appearance of chronic ill-health. Their ancestry 
has been neurotic, gouty, or rheumatic. Dr. 
Sutherland has drawn attention to the similarity 
between these children and those described as 
being of the “uric acid diathesis.” In fact the 
subjects are'the same, and I think Dr. Sutherland 
would agree with me that the origin of all these 
affections is largely nervous. 

There is no evidence that the albuminuria is due 
to nephritis of any sort, nor that the condition 
ever leads to granular kidney or any form of 
Bright’s disease. Treatment by drugs or by any 
means aiming at control of the albuminuria is 
absolutely useless. Diet, exercise, baths, massage, 
are equally inefficacious. 

Dr. Sutherland concludes that cyclic albumin¬ 
uria is evidence of nervous instability, and that 
the cases can only be treated on general princi- 

* Clinical Journal, vol. xvi, pp. 359, 382, 395, 411. 
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pies. He recommends a simple, regular course of 
life, in open air if possible, ordinary diet, freedom 
from emotion, excitement, and overwork at school. 
“ Remembering,” he says, “ that these children 
are neurotic themselves and of a neurotic parent¬ 
age, we must not allow them to be treated as, or 
to develop into, chronic invalids, to which con¬ 
dition many show a strong predisposition.” 

Infantile convulsions .—When an infant has 
convulsions the questions asked are usually, “ Will 
it be subject to fits ? ” and “ Will its brain be 
affected ?** They are both difficult questions to 
answer. It is taught that the cause of infantile 
convulsions is usually a transient one—undigested 
milk curds in nine out of ten cases. But thou¬ 
sands of babies suffer from indigestion and colic 
from improper feeding without having convulsions. 
So convulsions, although primarily due to curds, 
are also indicative of nervous instability. If the 
curds be removed the convulsions may cease, yet 
evidence of neurosis of one kind or another in 
later life, though not necessarily in the form of 
fits, may be forthcoming. 

If an infant has repeated convulsions without 
any evidence of indigestion or improper feeding, 
if the convulsions are unilateral, the possibility of 
some serious cerebral lesion must always be 
entertained. The chances are that the child will 
be imbecile, epileptic, hemiplegic, or all three. 
But it is not politic to do more than hint at pos¬ 
sible feeble-mindedness. 

I believe in “teething convulsions,” but that 
the irritation of dentition only gives rise to con¬ 
vulsions in the case of neurotic children; and I 
would say the same of rickets as a cause of fits. 
Convulsions are said to take the place of a “ rigor ” 
in ushering in an exanthem in children. I have 
never known this happen, although in years gone 
by I was always prepared to find a child who had 
had a fit develop a full-blown rash next day. 

Epilepsy,— True idiopathic epilepsy is only 
curable in about 10 per cent, of cases, and to 
treat all cases of epilepsy as if they were sym¬ 
ptomatic only leads to disappointment. The 
prognosis in neurotic and emotional subjects isj 
far more favourable under appropriate treatment. I 

In early days of enthusiasm one is apt to wage 1 
a crusade against all possible reflex irritation in 
every case of apparent epilepsy ; to correct refrac¬ 
tion errors, remove tonsils, nasal polypi, adenoids ; 


to straighten deviating septa, stop or extract teeth, 
and reduce redundant prepuces; to “ rouse a 
torpid liver ” (if one knows how to do it), stimu¬ 
late a languid stomach, expel faecal accumulations 
and parasites; impose a scientific diet-sheet, and 
attempt to purify the blood; in fact, to execute 
every kind of alteration and repair which seems 
desirable down to the evulsion of an ingrowing 
toe-nail and the cutting of a painful com. 

Many of us, on the strength of a few cases in 
which success seemed to follow one or other of the 
above-named procedures, have jumped to the con¬ 
clusion that all case 5 of epilepsy are to be cured by 
similar measures, and have rushed into print to 
say so. But I think that wider experience shows 
that neither one nor all methods are infallible. 

I am far from denying that obvious causes of 
irritation should be treated and removed if pos¬ 
sible, but this avails nothing so long as mental or 
emotional disturbances continue. 

A child with epileptiform tendencies, who lives 
with a couple of neurotic parents who are always 
nagging and quarrelling with each other, will not 
be cured of fits by correcting its astigmatism ; nor if 
its life is unhappy from any cause will it lose its 
fits if ridden of its thread-worms. The results of 
removing the patient from uncongenial surround¬ 
ings are often better than those of attempts to 
treat the disease itself or its possible local and 
physical causes. Hence I would again urge the 
importance of studying the patient himself and 
his surroundings as well as the disease from which 
he suffers. 

Moral failings of neurotic children .—Formerly, 
as already mentioned, disciplinarians dealt with 
children who were unruly, passionate, dishonest, 
untruthful, cruel, spiteful, and otherwise immoral, 
but now we are often called upon to decide whether 
such children are morbid or vicious. 

In all cases we have to consider mitigating cir¬ 
cumstances—the age, ancestry, and environment 
of the child, the nature of the alleged acts of 
immorality, and the child himself. A child of 
three has little or no moral sense; it is purely 
selfish. At six it should show some consideration 
for others. At eight it should have definite 
notions of what is right and wrong. 

The importance of a bad family history of 
neuroses, such as hysteria, epilepsy, alcoholism, 
and insanity, can hardly be over-estimated in a 
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case of persistent and gross misconduct in any 
direction occurring in a child aged upwards of 
eight, whatever its upbringing and surroundings 
may be. 

Environment .—We have to bear in mind the 
effects upon a child of parents who are stupid 
and narrow-minded, or intellectual but highly 
strung and emotional, or of those who are 
careless and unobservant, or over-anxious, well- 
meaning, and fussy; of those who are too 
sympathetic, and those not sympathetic enough ; 
of those who belong to “ Parents’ Unions ” and 
seek a warranted system of management, and those 
who think the system which suited them must be 
good enough for their children; of those who are 
too indulgent, and those who are too harsh. In 
any case, we may find a clue to children’s ill- 
health, or bad behaviour, in the character of their 
parents, nurses, teachers, and companions. Need¬ 
less to say, discretion and tact are necessary in 
following up the clue in the interests of the child. 
A neurotic child may be one of a family as like to 
each other and as commonplace as a set of plain 
jugs. The exception may be as Sevres or Dresden 
in comparison, but may be regarded as simply 
flawed; misunderstood from the first; checked, 
reproved, and punished until goaded by despair 
of regeneration—for neurotic children are often 
extremely remorseful for their misdoings—he 
rebels, commits some really flagrant offence and 
is branded as wholly vicious. Sometimes the out¬ 
break may be occasioned by boredom, monotony, 
dulness, and want of sympathy. Most school¬ 
masters are familiar with the sullen child who is 
tractable enough for half the term, and then 
suddenly defies all attempts at discipline. 

Some years ago, a girl aet. 14, was brought to 
hospital under the following circumstances :—She 
had been discharged in disgrace that morning 
from her situation as nursemaid in some petty 
tradesman’s family for having slapped the baby’s 
face and bruised its cheek. She was also accused 
of having maliciously pricked it with a pin. Her 
father had intended to beat her severely, but being 
a just man he sent her to hospital first to inquire 
whether she was “ right in her head.” I could not 
discover anything wrong with her head, but a look 
of entreaty in her eye induced a search for 
extenuating circumstances, although, on general 


pins into them should not be encouraged. On 
inquiry I was told that she had been removed 
from school, where her conduct had always been 
good, and progress satisfactory, and sent to this 
situation against her will. She did not like babies, 
probably from having seen too many of them at 
home, but preferred dressmaking. Discontent 
with her position as household drudge seemed 
to have caused her revolt, for which she appeared 
penitent. So, small doses of bromides and a 
situation to her liking were prescribed instead 
of punishment. It was satisfactory to learn some 
months later that she had given no further anxiety 
w'ith regard to the state of her mind, and was 
doing well in a situation winch w r as no longer that 
of a nursemaid. 

A schoolboy, jet 12, of highly neurotic 
antecedents, after having several fits, apparently 
epileptic, in term time, suddenly took an inveterate 
dislike to school, although previously he had 
worked well there, and had been tractable and well 
behaved. He soon became utterly lawless, lied 
and stole, and made a furious attack on a brother 
for no reason that could be ascertained. He spent 
most of the day under his bed, only creeping out 
at meal times, when he would snatch food off the 
table and return with it to his bedroom, refusing to 
sit dowm or have any intercourse with his family. 
His conduct went from bad to w’orse, punishment 
and persuasion w*ere useless, and the fits became 
frequent. I shared his family’s belief that he was 
insane. However, after some w f eeks, the School 
Board regulations w r ere disregarded, and the boy 
was sent to work at a tobacco factory w T ith an elder 
brother, as an experiment. This succeeded 
perfectly; his behaviour became model at once, 
except for occasional passing moods of obstinacy 
and self-will, and he had no more fits till three 
years later, when one occurred after exposure to 
the sun during a heat wave. He has had none 
now for six years and is doing well in business. 

High-strung, emotional parents, like dull and 
narrow-minded ones, are morbidly distressed by their 
children’s delinquencies. The former because being 
well up in doctrines of heredity they regard their 
naughty children as discreditable reflections upon 
themselves; the latter because they cannot conceive 
w^hy a child after being taught the Catechism and 
whipped for telling lies, fails to become effulgent 
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Neurotic mothers may learn to dislike their 
neurotic children as a standing reproach to them¬ 
selves. Dislike leads to severity, for which the 
parent is not altogether responsible. Sometimes 
refined and educated women are prosecuted for ill- 
using certain of their children, although they are 
known to lavish all fondness and affection on the 
rest The parent in such cases is usually as neurotic 
as her child, and is quite as much in need of treat¬ 
ment, though not in the Criminal Law Court. 

Bromides are good for all neurotic children, but 
in some cases they act better still when given to 
the parent. 

Cruelty .—Kindness to animals has only recently 
been raised to the dignity of a virtue. In former 
generations it was only inculcated as a matter of 
policy. One’s own parents and grandparents 
learnt from Mrs. Turner’s ‘Cautionary Stories,’ 
that if they saved puppies from being drowned, the 
puppies, when grown up, might possibly return j 
the compliment; whilst if “ they loved to plague 1 
and fret every animal they met,” they might meet 
with disasters, “like Jack, who got a fractured 
skull from bellowing at a furious bull.” 

Cruelty seems to have been a venial offence 
compared with untruthfulness. One of Mrs. j 
Turner’s poems is headed ‘Falsehood Corrected,’ 
and relates that “ When Jacky drowned our poor 
cat Tib, he told a very naughty fib, and said he had 
not drowned her.” . . . “ His parents being very 
sad to find they had a boy so bad, to say what 
was not true, determined to correct him,” etc. 
Obviously, drowning the cat did not count. 

Although children, presumably, are taught to be 
kind to animals from higher motives now, they 
must often be puzzled by inconsistencies between 
precept and practice which they observe. An 
intelligent child will want to know why he may not 
smash a blue-bottle on the window pane whilst his 
elder brother is allowed to poison butterflies in a 
“ stink pot ” and transfix them with pins on a cork. 
Or why it is cruel to make a worm wriggle by 
treading upon it, but not cruel, and even meritorious, 
to impale it neatly on a fish-hook. Why should 
his father boast of the bag he has made at a 
battue, whilst if he himself catapults a robin, his 
mother’s indignation is such that the very egret 
plumes quiver in her hat ? If unsolicited litters of 
kittens are sentenced to be drowned, why should 
not the office b.e assigned to him ? Why is it cruel 


to pelt ducks in a pond with stones, but not cruel 
to worry rats in a barn with a terrier ? 

Such problems must naturally perplex the 
childish mind, and so children may be considered 
cruel before they are old enough to grasp the broad 
principle that animals may only be tortured and 
slain in the interests of sport, and at the dictate of 
fashion or convenience ! When qualms arise in 
later life, perhaps comfort may be found in the 
popular conception that cruelty begins and ends 
in the physiological laboratory ! 

In all these cases of alleged cruelty in children, 
the above considerations should be borne in mind, 
and also the child’s age, upbringing and surround¬ 
ings. Cruelty in children is not always evidence of 
morbid neurosis, unless it is persistent, ingenious, 
and obviously induced by sheer delight in inflicting 
and witnessing pain. The child of three or four 
who throws a kitten into the fire is not necessarily 
a youthful Nero. On the other hand, the child of 
ten who deliberately casts an aged pet dog down 
the well of a staircase, and laughs at its pain, or the 
child described by Dr. Still as being found smothered 
in blood and amusing himself by cutting up a live 
rabbit with scissors, bids fair to become a candidate 
for a criminal lunatic asylum. 

A German prince was recently acquitted of a 
charge of atrocious murder on the ground of 
insanity. Evidence was given that as a boy he 
delighted in destroying the eves of live fish with a 
I stick, and in cutting off the feet of cats and setting 
dogs upon them. Once he hung a badger up by 
the hind legs for two days, then gagged and baited 
it with dogs. Such acts of fiendish cruelty in 
children seem to indicate precocious and abnormal 
sexual impulse, or psychopathia sexualis, which 
j may end in “Sadism.” 

J Children will not necessarily learn to be kind by 
being taught that many people are cruel. Not 
, long ago a lady visited a certain children’s hospital, 

| and distributed to the little patients leaflets which 
| informed them that some doctors are wicked and 
| cruel men who delight in tormenting dumb animals. 
The children were instructed to preserve these 
leaflets and keep them clean for the edification of 
their parents when (delicious irony!) they were sent 
home cured of their complaints. 

The well-known and well-worn woodcuts of 
disembowelled rabbits on racks which embellish 
anti-vivisectional literature may produce unde¬ 
signed and undesired effects on youthful neuras¬ 
thenics, by inspiring them with pious hopes that if 
they are good, they may, when grown up, be per¬ 
mitted to become physiologists. Neurotic subjects 
are fascinated by thoughts of pain and torture, and 
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in some the sight of suffering begets desire to 
cause it, in others an equally cruel desire to avenge 
it. A cruel child may turn out either a ruffian or 
a reformer burning with indignant zeal and desire 
to persecute all transgressors. 

Dishonesty .—Offences against property being 
considered more serious than those against persons, 
cases of theft by children are more often brought 
under our notice than of other forms of immorality. 
A child who steals sugar or sweets need not be 
regarded as a saccharomaniac, nor is he so culpable 
as one who steals money in order to buy them. 
Some children will annex what they regard as 
unconsidered trifles merely to enjoy the pride of 
possession, although they would not dream of 
taking money or anything which they regarded 
as of real value. They are horrified when told 
they have been guilty of theft, and will suspect 
long afterwards that they are wanted by every 
policeman they meet in the street. The most 
curious instances of dishonesty are those in which 
children will steal money, not to spend upon 
themselves, but to give away, or to buy presents for 
others. In some cases the habit arises from a 
hysterical desire to gain affection. Thus a girl of 
fourteen would spend all her pocket money on 
buying presents not only for her own family, but 
for people with whom she was only slightly 
acquainted. When her money was spent she 
would pester her parents for more, and if not 
gratified would steal it even from the servants in 
order to satisfy her altruistic tendencies. She 
would admit the thefts at once when taxed with 
them, but seemed to think that the end justified 
the means. She would also order bouquets and 
expensive articles from the shops to be sent to 
comparative strangers, to whom she would write 
effusive letters begging to be invited to stay with 
them. Subsequently she went through the oppo¬ 
site phase of hysterical melancholia and morose¬ 
ness, but eventually she made a complete recovery. 

Eden Phillpotts, in his humorous and life-like 
studies of the ‘ Human Boy,’ tells a story, which I 
believe is based on fact, of a schoolboy, set. 12, 
who stole large sums of money from his school¬ 
fellows in order to support an indigent charwoman 
and her family, on the principle that “Charity 
covereth a multitude of sins,” including breakage 
of the eighth commandment. 

The key to the boy’s neurotic temperament is 
ingeniously given in an earlier story in which he 
appears as the possessor of a piebald rat, which 
he regards as a familiar spirit sent to help him in 
gaining a Scriptural prize. 

Such cases come under the heading described as 
the unrestrained emotional type, in which impulses 
which may be moral in themselves are not con¬ 
trolled by a sense of proportion between them and 
the means by which they take effect. 

{To be concluded.) 
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Lecture III. 

Gentlemen, —At our previous meetings we have 
considered man in his relation to work, to clothing, 
and to fresh air. To-day I propose to ask your 
attention to the questions of diet, exercise, and 
some associated matters. The subject of diet is 
one upon which many people hold very decided 
and very extreme views, and I may say at once 
that I am not one of them. In this matter, at 
any rate, I have no fads to offer for your accept¬ 
ance ; I desire, however, in this connection to repeat 
and emphasize the formula which has served me 
as a text for these lectures, namely that it is very 
few people who can exercise sufficient self-restraint 
to become octogenarians. For there can be no 
doubt that the majority of us eat too much. We 
get into the habit, when we are young and 
vigorous, of consuming large quantities of food, 
and we continue the consumption long after there 
is any legitimate physiological excuse for it. Bacon 
says that “Strength of nature in youth passeth 
over many excesses which are owing a man until 
his age. Discern of the coming on of years, and 
think not to do the same things still, for age will 
not be defied.” These are wise words, and their 
wisdom is more apparent in the matter of diet than 
in anything else. As regards eating and drinking, 
we are all of us apt “to do the same things still”- 
long after our youth is passed, and it is the excesses 
which we then commit which are owing to us until 
our age. Habit, as I have said, has much to do 
with this tendency, and it is difficult indeed to 
persuade oneself, and much more difficult to per¬ 
suade one’s patients that a healthy appetite should 
not be entirely satisfied. Nevertheless, habit is 
not the sole cause ; there are other factors in the 
situation, remediable factors, to which we ought to 
direct the attention of those whom we are called 
upon to advise. And the first of these is the very 
prevalent custom of drinking fluids with meals. 

I do not now refer to alcoholic fluids only (I will 
recur to that question presently) but to fluids of 
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all sorts. The taking even of pure water during a 
meal enables the person to eat more. There are 
some differences of opinion as to why this should 
be, but the fact itself is not in dispute. My own 
view is that the extraneous fluid supplies the 
moisture which ought in reality to be supplied by 
the saliva. The saliva not only digests certain 
foods, but it also lubricates the whole mass, and if 
this lubrication is artificially provided the person 
tends to eat more. Fluid is, of course, very 
necessary to the economy, but it should not be 
taken at meals. The best time to take it is about 
half an hour before a meal, but if this is incon¬ 
venient, as it often is, the drink should be delayed 
until all the solids have been eaten. There is one 
great advantage in taking fluid before a meal, and 
that is, that it exercises a flushing effect on the 
stomach, and tends to free that organ from any 
fermenting remains of a previous repast which it 
may happen to contain. 

This question is in reality bound up with that 
of the insufficient mastication of foods. If a 
person bolts his ingesta, the latter are insufficiently 
insalivated, and he drinks the fluid to supply the 
necessary lubrication. If, therefore, he can be 
prevailed upon to avoid drinking with his meals, 
he tends to masticate more thoroughly. What 
exactly constitutes adequate mastication, it is very 
difficult to say. We have all of us been told that 
the minimum is 32 times (once for each tooth) ? 
though how this has been arrived at I am unable 
to say. Certainly, if we seek lessons in the matter 
from some of the lower animals, the horse for 
example (who never drinks with his food), we shall 
conclude that this number is small enough. But 
the horse is not obliged, as we so frequently are, to 
hurry through a meal in order to keep an urgent 
appointment, so that his practice in the matter, 
however ideal it may be, is to us practically 
unattainable. Mr. Van Someren, in a very interest¬ 
ing and instructive paper read before the British 
Medical Association in July, 1901, entitled “Was 
Luigi Cornaro Right?” urges upon us the 
necessity of masticating every mouthful until it 
becomes both fluid and tasteless. We have, he 
tells us, by the practice of bolting our food 
over several generations, lost a reflex which is 
normally present in the pharynx. This reflex, 
which can be re-educated, acts so as to prevent 
the passage of food into the oesophagus until 


| the mass has been reduced into a suitable 
| condition for digestion in the stomach. On the 
, face of it, this is exceedingly likely, because there 
| certainly exists a reflex at the pylorus which pre- 
| vents foods from passing into the duodenum until 
they have been suitably prepared by the gastric 
processes, and if the existence of this reflex were 
j more generally remembered there would be less 
disappointment than there now is in the treatment 
of certain forms of dyspepsia. 

Mr. Van Someren says that tye has re-educated 
the pharyngeal reflex in his own case with the 
result that he now eats infinitely less than he 
formerly did, that his health is infinitely better, 
and that he is capable of at least twice as much 
work, both physical and mental, than he was 
before he adopted Luigi Cornaro’s principles. 
This, as coming from a young and healthy member 
of the profession who originally tried the system, 
not in order to avoid a gouty or other degenerate 
tendency, but purely out of scientific curiosity, is 
very strong testimony, and I think his paper on 
the subject * merits a wider recognition than it has 
! yet obtained. The paper deserves to be studied 
in its entirety, but the lesson which it teaches may 
be briefly stated thus. We live by what we digest 
and not by what we eat. That we eat more than 
we can digest is evidenced by the large amount of 
faeces which we daily evacuate, and whose regular 
discharge we have come to regard as so urgent a 
necessity. For faeces, be it remembered, are not 
the products of digestion; they are the materials 
which have escaped the digestive process, and 
represent, therefore, the excess of intake over the 
legitimate physiological needs. And we take this 
excess because we do not prepare our foods by 
adequate mastication and insalivation. If we did 
this we should not feel the desire for the excess 
which many now feel. The desire is, I suppose, 
begotten by the demand from the economy for 
■ suitably prepared food. In response to this demand 
a food is supplied which is not suitably prepared, 

, and the needs of the economy are, therefore, im- 
I perfectly satisfied, so that the demand is continued 
until the stomach is physically incapable of hold¬ 
ing more, and a mechanical satiety is induced. 
The ultimate disposal of this excess places a great 
strain upon the digestive and excretory powers so 
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Digitized by >ogle 



The Clinical Journal.] 


DR. LEONARD WILLIAMS. 


[Aug. 10,1904. 269 


that suboxidation and deficient excretion, leading 
to dyspepsia, gout, and constipation, are the con- J 
ditions which dominate our every-day lives. , 

Another cause of the excess of intake which we 
are considering is the practice of eating stimulating 
foods. “ The appetite which comes with eating ” 
has a very real existence, and is due to the stimula- 1 
tion of the stomach by certain foods. Amongst 
these meat, of course, holds the first place. I am 
not among those who regard meat as a deadly j 
poison which ought never to be taken at all. I 
am, on the contrary, of opinion that in certain 
climates and in our own climate, at certain times 
of the year, a certain amount of it is very desirable 
for, even if it be not actually necessary to, healthy 
existence. In hot climates the less that is taken 
the better, and during the hot weather in this 
country if we considered only our physiological 
needs we should reduce it to a minimum. But 
unfortunately the last thing which we are disposed 
to consider is our physiological needs, and meat 
foods being stimulating, agreeable and digestible, 
we continue to supply them to our astonished 
economy in great abundance, no matter what the 
time of the year or what the weather. It is no 
wonder that the ordinary man complains of being 
heavy and disinclined for work after food. All the 
energy possessed by the economy is engaged in 
the work of digesting the food, excessive in quantity, 
and unsuitable in quality, which he has tipped 
unprepared into his long-suffering stomach. 

But the great cause of over-indulgence in food 
is of course the habitual consumption of alcohol at 
meal times. I am not a teetotaler, though I am 
one of those who considers that alcohol, habitually 
consumed, never does any good and nearly always 
does a great deal of harm. There is no doubt, 
however, that, as Matthew Arnold said, it adds to 
the agreeableness of life, and that it is therefore 
worthy of a place in any scheme of living. Within 
the strictest limits of economy and sobriety, its 
occasional and infrequent consumption may justly 
be regarded as a legitimate indulgence. Its habitual 
use, on the other hand, especially for those who 
have to work, either with brain or muscle, is un¬ 
doubtedly fraught with evil. We have nevertheless 
to face the fact that its habitual use is the rule with 
the vast majority of people, and we have, as 
practical physicians, to consider the best means of 
mitigating the evils which we are powerless alto¬ 


gether to prevent. The habitual moderate drinker 
will always protest that the quantity of alcohol 
which he takes cannot possibly do him any harm, 
and if you suggest that even small quantities taken 
regularly militate against octogenarianism, he will 
retort that if those are the only terms on which 
that age is to be reached he will be content with a 
shorter span of life. 

It is a commonplace with at least some temper¬ 
ance reformers that a good deal of intemperance is 
due to the medical profession. They say that 
doctors frequently order alcoholic drinks to their 
patients, who thus acquire a habit which they 
find it difficult to relinquish. It is probable that, 
at one time, there was a good deal of truth in 
, this complaint, but the modern tendency in the 
profession is certainly in the other direction. 

1 There are now, I believe, very few of us who pre- 
I scribe alcohol except in acute diseases, and for 
j definite periods. It is certainly unusual to come 
across anyone who does not realise the respon¬ 
sibility which he undertakes in recommending 
alcohol in any form to a patient. But, although I 
am glad to believe that we no longer deserve this 
particular reproach, I am convinced that a great 
many of us are to blame in our attitude towards 
one aspect of the question of alcohol, and that is 
in the extraordinarily common recommendation 
given to people who insist upon drinking alcohol 
of some kind, to take it in the form of spirits. 
It is of course quite useless to try and make a 
teetotaler of everyone. An uncompromising 
attitude very generally leads to failure all along the 
line, but of all the methods of compromise, the 
recommendation of spirits is the least likely to 
effect any good. It is now the fashion, and it 
has been for some years, to advise people to 
eschew malt liquors and wines, and to take whiskey 
and water. I say “ fashion,” because so far as I 
can see the practice has nothing whatever to re¬ 
commend it. Of the forms of alcohol usually 
consumed, spirits are by general consent the most 
pernicious. They are responsible for cirrhotic 
livers and kidneys, for various diseases of the ner¬ 
vous system, for all the morbid conditions indeed 
which are commonly attributed to C a H 6 0 . Most 
spirits contain 50 to 60 per cent, of alcohol, and 
they all owe their stimulating properties almost 
exclusively to this element in their composition. 
Wines, on the other hand, contain on an average 
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about ten to fifteen per cent, of alcohol and 
owe their stimulating properties largely to the 
volatile aethers which confer upon them their 
bouquet. The alcohol, as we know, leaves its mark 
upon the liver, kidneys and nervous system; that 
is to say, it circulates a long time in the blood 
before it is excreted. The aethers on the contrary 
pass rapidly out of the system through the lungs, 
and a few hours after their ingestion they have 
quite disappeared. And yet we hear it said that 
whiskey is “ wholesome.” What exactly is meant 
by the adjective in this connection I do not pre¬ 
tend to know, but of this I am certain, that of all 
the methods of taking alcohol, spirits, whether in 
the form of whiskey, brandy or gin, are the most 
insidious and dangerous beverages to recommend 
to patients. My own practice is based on this 
conviction. I occasionally drink wine on special | 
occasions, but I never touch spirits in any form. 
As especially deleterious do I regard that glass of 
brandy or other liqueur with which many people 
will finish up a meal. And to this point of view I i 
try and persuade all those whom I am able in 
any degree to influence. If you can induce 
people to give up spirits you have gone a long 
way towards removing them from the paths of 
temptation. I am not now speaking of those 
unfortunate people who have a tendency to in¬ 
ebriety, inherited or acquired; I am referring 
merely to those whose consumption of alcohol it is 
desirable on general grounds to reduce. For if 
you cut off spirits, you will at once ensure that 
there will be very little, if any, drinking between 
meals. A man will think twice before ordering j 
even a small bottle of wine, when he will not j 
hesitate to call for a whiskey and soda. And the 
tantalus on the sideboard, with the syphon near , 
by, offers facilities in comparison with which a 
visit to the cellar and the vagaries of a cork-screw | 
seem to present insuperable difficulties. Moreover, , 
people will count the cost of wine, whereas the 
nimble shilling springs gleefully in exchange for 
the drop of spirits. I have found that to forbid 
alcohol in all forms is in nine cases out ; 
of ten to court failure, whereas to forbid spirits | 
only, allowing a definite amount of wine at 
each meal, is generally speaking quite successful. 

Before leaving the matter of diet, let me say 
that there are two general rules which we should 
always keep before us: the one is, the greater 


I the age, the less food is required; and the other 
j is, the less the physical exercise, the greater the 
need for abstinence. With regard to the first of 
! these, the late Sir Henry Thompson has pointed 
out that when old age is reached, nature as a 
rule deprives people of their teeth, and that it 
; is wise to regard this as a sign that those foods 
1 which, like meat, require vigorous mastication, 
are no longer suitable; that, in fact, the diet 
should be adapted as nearly as possible to that 
which is considered suitable to the other toothless 
extreme of life, namely milk and milk foods. 

The question of diet is closely allied to that of 
exercise, for although it is a common experience 
that brain work in the study makes us hungry, it 
is very unwise to use the same means of satisfying 
a hunger thus begotten as we do to satisfy a 
hunger provoked by exercise in the open air. 
For the latter, nitrogenous foods, especially meat 
foods, are generally considered appropriate. I 
share the doubts which many have expressed on 
this point, but no one will deny that such foods 
when taken in abundance by a sedentary liver, 
lead inevitably to gout in some form. Now, as 
i most of our patients, in London at any rate, 

| are meat-eaters, whose mode of life is necessarily 
for the most part sedentary, how are we to advise 
them in the matter of exercise ? There are some 
who will rise early and take their constitutional on 
horse-back or bicycle before breakfast, and those 
who can do so with benefit are to be encouraged. 
But there is a large, and in my experience an 
increasing, number to whom this ordeal is too 
trying; who complain that it makes them feel 
listless and disinclined for work all day, and who 
in consequence beg that some substitute may be 
suggested. The substitute which occurs to most 
of them is to walk to the office after breakfast. 
This I always discourage. The first wet day 
damps their ardour and the second kills it, with 
the result that no exercise is taken at all. A 
better plap is for the man to go to his office in 
the ordinary way, where he arrives fresh and dry- 
shod and hence fit for work, and to postpone his 
exercise to the end of the day. When his work is 
finished, he should make a point of walking home. 
Not the whole way necessarily, but enough of it 
to give him a sufficiency of muscular exertion. 
This he should do no matter what the state of the 
weather, for if he gets wet, he changes his things 
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on arrival and is therefore none the worse, and he 
can sit down to his evening meal with the satisfac¬ 
tory feeling of having done his physical duty. 

But walking exercise, good as it is, is not 
sufficient to keep all the muscles in good order. 
Especially important to the maintenance of good 
health in sedentary livers is the adequate develop¬ 
ment and exercise of the abdominal muscles, 
and walking exercise does nothing whatever to 
keep them in good condition. A few years ago 
there was a good deal of talk on the subject of 
the responsibility of the “ abdominal pool ” or 
“splanchnic lake” for deficient metabolism, and 
the practitioners at health-resorts attribute the 
morbid conditions which they are called upon 
to treat to “abdominal venosity.” These are all 
synonymous terms for one and the same thing, 
a state of matters, that is, which is caused by lax 
and undeveloped abdominal muscles. Now, how 
are people to keep these muscles in good order ? 
Some occupations, such as rowing, will do it, 
but then rowing is out of the question for a 
busy man, and, at best, it is an exercise which 
can only be enjoyed in summer. What is wanted 
is a form of exercise which can be taken every day 
without undue encroachment upon valuable‘time. 
The only efficient means to this end is an exercise 
ad hoc , which can be performed every day without 
undue interference with the daily work. This can 
be attained very easily by the man who will make 
a point of going through certain movements every 
morning before his bath. There are so many 
systems for muscular development now before the 
public that I need not particularise. All of them 
have many excellent features and, even if the man 
walks home from his office, as suggested, it will 
do him no harm to supplement the exercise so 
obtained by helping the development of habitually 
unused muscles before his breakfast. The method 
of keeping the abdominal muscles in good working 
order, which all these systems recommend, is not at 
all difficult or time-consuming, and as it is certainly 
very efficacious in curing abdominal venosity, pre¬ 
venting abdominal corpulence and militating against 
a tendency to constipation, I will describe it. 
Wearing as little clothing on as the circumstances 
permit, and with the windows wide open, the 
patient lies on his back on the floor, with his feet 
under the opened lowest drawer of a chest of 
drawers, or anything else which will keep his feet 


! from rising from the ground. With his arms fully 
extended above his head and touching the floor in 
their whole length, he proceeds to pull himself into 
the sitting posture by means of his abdominal 
I muscles, keeping the knees unbent. Care must be 
taken not to advance the arms beyond the line of 
the trunk and to perform the movement deliberately. 

! This will be found a very trying discipline to those 
who are unaccustomed to use their abdominal 
muscles ; indeed it is to many quite impossible, so 
that it is wise to begin with a modification which 
consists in allowing the arms to be crossed on the 
chest while the rectus muscles pull the trunk for¬ 
ward. This exercise should be done two or three 
times each morning to begin with ; and when it can 
i be done seven times without undue effort, the arms 
should be placed above the head as first described. 
With the arms thus placed the number of times 
must again be reduced and gradually increased as 
before. Another exercise which may immediately 
( follow on the foregoing is performed as follows :— 
The feet are released from the chest of drawers, 
and still lying flat on his back the patient raises the 
fully extended legs until they are at a right angle to 
his trunk. While this is going on the hands are 
engaged in pinching up the skin and otherwise 
massaging the abdomen. These procedures may 
sound very formidable, but they are in reality not 
so. If they are done regularly, without hurry or 
strain, they take very little time and can do no 
1 harm, while their effect in keeping the figure from 
| becoming aldermanic is very marked. This con¬ 
sideration appeals to most people—more especially 
1 to women—and if a greater number of the fair sex 
undertook these exercises there would be fewer 
cases of floating kidney and other abdominal and 
pelvic troubles than now unfortunately exist. 

Another means of obtaining a certain measure of 
muscular exercises arises out of the practice of 
taking a morning bath. This bath, I need hardly 
say, ought to be as cold as is compatible with a 
, healthy subsequent reaction. People who are fond 
of warm or hot baths are in the habit of defending 
them on two grounds. The first is that hot baths 
are just as stimulating as cold. This is quite true, 
and there would be no objection to really hot 
| baths in the morning if people would behave in 
them as they habitually do in cold ones. But instead 
of getting in and out as rapidly as possible, they suc- 
I cumb to the attractions of the warm water, and the 
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bath, instead of being rapid and stimulating, 
becomes prolonged and enervating. The other 
ground of defence lies in the assertion that warm 
or hot baths are the only road to cleanliness and 
that cold baths are, in this direction, merely make- 
believes. This is not true; for if bathing is 
practised daily, then the affusion with cold water 
is quite sufficient to keep the skin free from debris 
and secretions, and if it is not, what objection can 
be urged against the bather soaping himself 
thoroughly before he gets into the cold water? 
As a matter of fact this is what I always advise 
people to do. While the cold water is running 
into the bath, the patient should wash himself 
thoroughly in a basin containing warm water 
The basin should be one of those flat-bottomed 
japanned tin basins provided with handles, and 
when the soaping operation is over, it should be 
placed on the floor. The bath is then quickly 
entered, and after a few rapid spongings is quitted 
again. The bather then stands in the basin of 

water which he has just used for soaping and 

remains there during the drying process, which 
should be vigorous. When this plan is adopted, 
the reaction comes quickly and decidedly for the 
blood is encouraged to the extremities, and I have 
never yet come across any sound person to whom 
a cold * bath under such conditions caused any 
harm. The bath is useful in the direction of 

exercise on account of the brisk towelling to 

which it invites. There are two matters in 
connection with this towelling which deserve 
attention. It may seem curious, but I am quite 
convinced that when properly performed it not only 
compels to exercise, but that it also wards off two 
things which we all dread in different degrees, 
namely, baldness and deafness. It is, no doubt, 
true that without proper towelling the morning 
cold tub conduces to baldness and deafness; but 
as one of the merits of the tub is the subsequent 
towelling, the latter should always be insisted upon 
when recommending the former. Baldness, as we 
know, is due to atrophy of the hair follicles ; the 
question which seems to have puzzled so many 
being why it is that the hair follicles should 
atrdphy. And yet the answer seems to me to be 
simple enough. The hair follicles atrophy because 
we never stimulate them. We cut our hair short 
and wear hard-brimmed hats. The former prac¬ 
tice deprives the follicles of the stimulus of the 
weight of the hair; the latter, by constricting the 
vessels, and hence causing diminution of the blood 
supply, deprives them of their due nourishment. 
In comparison with men, women never grow bald ; 
the constant pull of their long hair is always stimu¬ 


lating the follicles, and their headgear, fearsome as 
| in many respects it undoubtedly is, is at least inno¬ 
cent of any constricting effects upon the blood 
| supply. Some dermatologists who are able to see 
this matter only through their own particular spec¬ 
tacles will tell you that short hair and hard-brimmed 
hats have nothing to do with baldness, which, ac¬ 
cording to them, is nearly always due to seborrhoea 
in some form. But seborrhoea is a microbic con¬ 
dition, and microbes are far more likely to flourish 
on an ill-nourished soil than on one which is pro¬ 
perly supplied with blood. It is admitted, though 
I the fact is not explained, that women practically 
i never suffer from seborrhoea of the scalp. It seems 
to me that the explanation is to be found in the 
very simple considerations which I have just 
mentioned. 

1 Now, a person who is not always obliged to be 
in a hard-brimmed hat need not. grow bald if he 
| will take some trouble to supply the stimulation of 
which the present custom of short hair has deprived 
the follicles. And this is where the bath is useful, 
for it affords a daily opportunity for vigorous 
massage of the scalp. On coming out of the bath 
the first care should be to rub the head thoroughly 
dry, paying particular attention that the scalp is 
moved backwards and forwards on the underlying 
tissues. As soon as drying is complete, the hair 
should be vigorously brushed with a hard brush. 
This process is far more effectual than all the hair 
washes and lotions ever invented, for in so far as 
these possess any merit, that merit is derived not 
from the ingredients they contain, but from the 
; friction which accompanies their application, 
i Deafness may of course be due to many serious 
causes, but the form of deafness which is called 
j senile deafness often appears very prematurely, 

1 and when it does, it is not infrequently due to an 
insufficient blood supply to the hearing apparatus. 
This kind of premature senile deafness can be 
averted if the vigorous measures recommended 
for the scalp are applied to the ear. It is not 
desirable that water should remain in the external 
ear after a bath, and care should therefore be taken 
to remove it. In doing so, if the whole of the ex¬ 
ternal parts are massaged for a few moments until 
; it is felt that the process has induced a determina- 
1 tion of blood, there need be no fear of premature 
senile deafness; the organ will not suffer from that 
insufficient vascular activity which is the cause of 
the condition. 

I feel that in these lectures I have dealt very 
meagrely with many important questions which are 
thoroughly deserving of exhaustive consideration, 
but I shall be satisfied if I can feel that I have per¬ 
suaded you to reconsider the traditional attitude 
of the profession towards some of them, and to 
stimulate you, unbiassed by accepted theories, to 
estimate on their merits the considerations 
which I have ventured to bring before you. 
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TWO LECTURES 

ON THE 

MEDICAL EXAMINATION OF CANDIDATES 
FOR LIFE ASSURANCE.* 

■ By C. THEODORE WILLIAMS, M.D., F.R.C.P. 
j Consulting Physician to the Brompton Hospital. 
_________ 

Lecture I. 

1 

Gentlemen, —You are probably aware that the 
reason I am giving these lectures is because 
medical examination in life insurance was thought 
by the council of this college to be a subject of 
great interest to medical men, and specially to 
those who are connected with the insurance offices, 
and hitherto no lectures have been delivered at 
the college on this topic. Another reason was 
that Mr. Cantlie has been lately dealing with life 
insurance from the point of view of tropical 
climates, and last year he read a very interesting 
1 paper before the Life Assurance Medical Officers* 
Association, in which he formulated some very 
interesting and valuable conclusions at which he 
had arrived after a long experience in the tropics. 
It was therefore the opinion of the council that 
the whole subject ought to be brought in some 
| form before the college, and, as anr old prac¬ 
titioner in life assurance work, I was asked to 
deliver some lectures. What was agreed upon 
between Mr. Cantlie and myself was, that I should 
deal with life assurance work in its usual form, as 
it is practised in Europe and other temperate 
climates, and that he should undertake the special 
modifications which it undergoes in Eastern and 
other tropical climates. I am sorry to say there 
was a little mistake in the title of the lectures. It 
was announced as “ Life Assurance.” The real 
title is “ The Medical Examination of Candidates 
for Life Assurance.” Neither of us attempts to 
take in life assurance in all its wide bearings, that 

* Delivered at the Medical Graduates’ College and Poly¬ 
clinic. 
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would be impossible, what we have to do is to 
dea! with it in its medical aspects. Life assurance, 
as you all know, is a great blessing to the com¬ 
munity, and a characteristic of modern society. 
It is as wise and prudent a proceeding as it is 
unselfish. Of course the main object of life 
assurance is to secure provision in case of the 
death of the breadwinner and protector of any 
family. The effect of it is to secure provision for 
those who require it, and it also entails self-denial 
and forethought on the part of the individual who 
takes out the policy; and it may thus become 
indirectly a boon to himself by compelling thrift 
and keeping alive the best feelings of our common 
humanity; that is to say, the care for those who 
come after him : those who are dear to him ; 
those who depend upon him. But, like all good 
things, life assurance is sometimes abused. Fraud 
comes in, not very commonly now, it is true, but 
at one time there were great frauds in life as¬ 
surance, and many offices came to grief in that 
way. Occasionally neglect of the wholesome 
rules which govern all sound commercial trans¬ 
actions have brought on the office failure, and 
disaster to large numbers of people. However, 
things are now different in that respect, for Parlia¬ 
ment has stepped in, and in 1870 there were 
passed one or two measures by which the different 
offices were compelled to keep a much sharper 
look-out on their affairs. As a consequence offices 
have been compelled to store up large reserve 
funds. Another event, which has not been pro¬ 
duced by Parliamentary pressure, but has been 
induced by. other considerations, is the fusion of 
many small offices into a few large ones. This 
step has resulted in the formation of large concerns, 
which have been able to offer much better security 
to the policy holders. So nowadays, what with 
the larger reserve funds and the fewer offices, we 
may say that most of the insurance offices may be 
regarded as fairly safe. The work of insurance 
offices has been steadily increasing—more and 
more people insure, it is found, as the years roll on. 

Our work and the work of insurance offices in 
general is largely with the insurance of the upper 
classes ; but a recent feature of life insurance work 
is the increasing extent to which those who are 
called the lower or working classes are insuring, 
though even now not to such a degree as they are 
in other countries, notably in Germany. Still 


there is evidence of a great deal of insuring going 
on among the industrial classes, especially in such 
offices as the Prudential, and in other ways, such 
as through the large friendly societies. Life 
insurance is on the increase. 

You must not expect these lectures to be very 
learned or scientific. Most of the conclusions 
which I shall submit to you are of a practical 
nature, and they are based upon an experience of 
some thirty years of insurance work, not only in 
my own office, the English and Scottish Law Life 
Assurance Association, but at times in a number of 
other offices, and occasionally I have had as many 
as five life offices on my hands. This has afforded 
me considerable experience in the medical examina¬ 
tion of lives, and has enabled me to view life insur¬ 
ance from many points of view. 

Before we go any further into the question of 
life assurance there are two things we have to con¬ 
sider: one is the mortality from the diseases which 
most affect life assurance, and the second is the 
expectation of life at various ages. With regard to 
the mortality from different diseases, here is a table 
(Table I) which I have had constructed. The 
results it contains are very different to the Registrar- 
General’s returns of mortality, because the latter 
contain the mortality of the whole population, 
and deaths of infants and the results of various 
epidemics, such as those of scarlet fever and 
measles, are included. But the table I have to 
submit to you now is compiled from the insurance 
offices’ records. Of course you know children, as 
a rule, are not insured, and though there are some 
insured, it is rather the exception than the rule. 
Insurance comes later in life. Most people who 
insure do not think of doing so until they are at 
least twenty years of age. This table is very inter¬ 
esting, because it gives the experience of different 
offices. Here is the Clergy Mutual, which is a 
capital office and very sound. It deals chiefly with 
clerical lives, but other lives are accepted. This 
table only gives the mortality for the upper classes, 
because practically the working classes do not 
insure in these offices. When you go into these 
figures you will find that they offer a great contrast 
to the mortality set forth in the Registrar Generals 
table, which applies to all classes of the community 
and at all ages. The industrial classes being by 
far the most numerous in the country, the figures 
in relation to them preponderate. The Clergy 
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Table I. — Proportional Number of Deaths in Each Class of Disease to 1000 Deaths from all Causes . 


Causes of death. 

Clergy 
Mutual, 
j 1810-87, 
3119 deaths 

i. Epidemics, etc.’. 

60 

2. Uncertain seat. 

79 

3. Nervous system. 

220 

4. Respiratory system .... 

l8o 

5. Organs of circulation .... 

. , I49 

6 . Organs of digestion • % • 

102 

7. Urinary organs. 

• 1 87 

8. Organs of generation .... 

. 1 2 

9. Organs of locomotion .... 

9 

10. Integumentary system .... 

. I 6 

11. Violent deaths and accidents 

30 

12. Natural decay, old age, etc. . 

76 


1 

1000 


Mutual from 1829—1887 gives 2119 deaths. 
Then we have the Scottish Widows’ Fund, one of 
the most famous offices of the day. The results 
are given for the two periods, from 1815 to 1859, 
being 2307 deaths, and a later one, 1881 to 1887, 
3246 deaths, which incidentally shows the great 
increase in the business. We also get the results 
of the Metropolitan from 1835 to 1864 (671), and 
those of the Standard from 1825 to i860 (1515). 
There is also the North British Mercantile, a very 
enterprising office, which gives the figure of 1303 
from 1823 to i860. Thus you get the mortality 
figures in the experiences of all these offices, and 
you can see that this is very valuable, especially as 
the experience ranges over so long a period. You 
will notice there are a comparatively small number 
of deaths due to epidemics in this table, such as fever 
and cholera. Now what strikes one in the tables is 
the enormous mortality from diseases of the nervous 
system, the largest mortality being in nearly every 
office from them ; in some there is a contest 
between this class and respiratory diseases for first 
place. These figures are compiled simply from the 
death certficates, and of course there is a difficulty 
from that classification. For instance, there are 
certain diseases which some would designate 
diseases of the respiratory system, which others 
would regard as diseases of the nervous system. 
You might almost say that apoplexy is a disease of 
the circulatory system, for it is generally due to the 


, Scottish 

Scottish 



North 

1 Widows’ 

! Widows’ 

Metropolitan, 

Standard, 

British and 

Fund. 

Fund, 

] 1835-^4. 

j 671 deaths. 

[ 

1835-60, 

Mercantile, 

1881-7, j I8I5-59. 
3346 deaths. | 3307 deaths. 

1 1 

1515 deaths. 

1831-60, 
1303 deaths. 

143 

55 

i 95 

133 

143 

65 

j 75 

76 

45 

106 

| 223 

205 

224 

197 

198 

207 

229 

244 

237 

211 

I I I 

149 

107 

98 

94 

125 

97 

121 

143 

104 

46 

79 

52 

44 

32 

i 5 

2 

2 1 

3 

4 

9 . I 

5 

6 

5 1 

2 

1 

2 

6 

2 

2 

28 

44 

30 

47 

35 

37 

61 

37 

46 

69 

1000 

1000 

j 

1000 | 

1000 t 

1000 


rupture of degenerated blood-vessels, but it comes 
j into this table under the heading of diseases of the 
I nervous system. So in judging of the possible 
! longevity of a candidate you have to bear these 
J things in mind. You have to determine whether 
he is liable to nervous diseases. The diseases of 
the respiratory organs of course include phthisis 
and bronchitis, phthisis being the great cause of 
death in this class. We next come to circulatory 
diseases, and in this class you will notice there is a 
very large number, remembering always that the 
figures given are in relation to one thousand deaths, 
which renders a comparison of the figures easy. 
When we come to diseases of the digestive organs 
we still find a good many deaths. In such a 
classification as is shown here you naturally classify 
many different conditions together. For instance, 
deaths^ due to diseases .of the digestive organs 
| include cancer of those organs and some wasting 
j diseases, and thus you may also have tuberculosis 
1 in some form there. Notwithstanding these excep¬ 
tions, the tables give you some general views which 
are exceedingly valuable. You see the deaths 
from urinary organs are very few indeed. Though 
we talk a great deal about Bright’s disease, it does 
I not seem to kill any great proportion of people who 
insure, certainly not to anything like the extent 
that diseases of the nervous system and of the 
| respiratory organs do. Again, the figures in regard 
to the organs of generation are very small. Deaths 
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from diseases of the organs of locomotion are also 
trifling, and the same may be said of diseases of 
the integumentary system. Again, in regard to , 
violent deaths and those due to accident, one '| 
hears a great deal about these, and they seem to ! 
us very important because they are published in 1 
the papers, and so on, but the relative number of j 
deaths from accidents comes out very small in the j 
tables, 35 to 40 or 45 per thousand. We next come 
to the deaths from old age, etc., many of those 
being due to the fact that the doctor is unable to 
fill up the certificate definitely. Another thing 
which we must not lose sight of is the deaths in 
cases of acute rheumatism. This table (Table II) 
was taken out of the late Dr. Fuller’s book. 

Table II. 


Ages. 

Number of 
cases of 
rheumatism. 

Number of 
| cases of heart 
| affection. 

Percentage of 
heart affection. 

Under 25 

196 

IIO 

56’12 

25—35 

119 

55 

4622 

35—45 

43 

17 

39*53 

45—55 

17 

l 

4 

23*53 

55 and over 

4 

1 

2500 


379 1 

| 

187 , 

49*34 


This shows that a large percentage of those 
under 25 years—56 per cent.—have heart compli¬ 
cations. It becomes somewhat diminished at the 
next age period, and then you find older people 
get much less heart complications. So you see 
the chances of those who are attacked with 
rheumatism under twenty-five getting heart com¬ 
plications is very great; whereas over forty-five the : 
chances are that only 25 per cent, of cases of | 
rheumatism will have heart complications. That j 
fact is well worth bearing in mind, because we see 


is, How long is the man likely to live ? Here is the 
latest table of expectations, termed the O m Table, 
founded on the mortality of offices from 1863 to 
1893. It is the successor of the H m Table and 
of the Carlisle Table, which were the famous tables 
which all offices worked by; but it was found out 
afterwards, when the insurance offices had collected 
more lives and statistics from some twenty-five 
offices, that they were not favourable enough. So 
the Table O m was duly framed, which I present 
below. 


Table III. — Expectation of Life according to the 
O m Table. 


Age. 

Expectation. 

Age. 

Expectation. 

20 

43*682 

50 

20607 

21 

42857 

51 

199*4 

22 

42035 

52 

19229 

23 

41*215 

53 

>855* 

24 

40396 

54 

17882 

25 

39583 

55 

17*222 

26 

38771 

56 

16571 

27 

379*54 

57 

* 5*930 

28 1 

37-161 

58 

*5299 

29 1 

36 * 36 l 

59 

14679 

30 

35 ' 5*>7 

60 

14.071 

31 

34*777 

61 

* 3*474 

32 

33*990 ! 

62 

12 890 

33 

33*209 

63 

12319 

34 

32432 

64 

11761 

35 

3 >659 

65 

11*216 

3<5 

30891 

66 

10685 

37 

30’ 126 

67 

10169 

38 

29367 

68 

9 * 5*57 

39 

28611 

69 

9*180 

40 

27-860 

1 

, 70 

8708 

4 i 

27*112 

7 i 

8-251 

42 

26370 

72 

7 ' 8 lO 

43 

25*631 , 

73 

7384 

44 

24*897 

74 

6974 

45 

24168 

75 

6579 

46 

23*445 

76 

6200 

47 1 

22726 

77 

5836 

48 

22*013 

78 

5488 

49 

21307 

79 

5'154 



80 

4837 


the third largest number of deaths are those due to 
disease of the organs of circulation, and we know 
a large number of cases of heart disease are due to 
rheumatism. 

We will now go to our next heading, namely, 
expectation of life at various ages. Having looked 
out for what a candidate for life assurance is likely 
to die of, the next question you have to consider 


Age. 

Expectation. 

85 • • 

3465 

90 

2431 

95 

1688 


We all keep this table in mind, because it repre¬ 
sents the best knowledge we have on the subject. 
You see when a man is twenty-one years of age his 


expectation of life is 42*86 years more. You also see 
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that the longer you live the greater in proportion 
is your expectation of life. Now there is a certain 
formula which is worth remembering in this con¬ 
nection, for it gives the expectation roughly. It is 

this : 2 ( 8o ~ x ). X = the age of the individual; 


this is deducted from 8o and multiplied by 2, and 
the result divided by 3. 

But if you want to come to a conclusion quickly 
and you have not the actual tables by you, this is 
not a bad way to do it. I think it is Mr. Willig’s 
formula. At 64 years of age you will # see the 
expectation is 1176, and that is a different propor¬ 
tion to that at 20 or 30. 

What you have first to obtain is the history 
of the candidate. A candidate comes before 
you and you want to know all about him, and 
here you are met with a difficulty. When a 
person comes to you as a patient he is only too 
anxious to tell you about himself. He thinks 
naturally the more he tells you the better fitted 
you will be to get rid of his trouble and cure him. 
But when a man comes to you as a candidate for 
life assurance he takes quite another view of the 
matter. His view then is that the less he “lets the 
cat out of the bag ” the better, because, the exam¬ 
iner will be likely to turn everything to account. 
The candidate says, If I tell him I have had scarlet 
fever or rheumatic fever, he will probably add 
something to my premium. So you see that in the 
case of life assurance you have to deal with an un¬ 
willing witness, whereas in the case of sickness you 
are deling with a very willing witness. I have 
often been struck, when candidates come before 
me, with their reserved manner; and I have found 
it best to win their confidence in some way or 
other, and to allow them to tell their own story. 
Instead of asking the candidate all sorts of detailed 
questions, tell him to give you a general idea of 
how he lives. Say to him, “ Give me an account 
of one of your ordinary days—what do you do ? ” 
You will find when he is narrating his story that 
he says he gets up at a certain hour, and he will 
gradually bring out all the points you want. For 
instance, he will say “ Then I go for my smoke; ” 
he will tell you that he meets a friend, and they 
have whiskey and soda together; and you may find 
that he is in the habit when meeting a friend of 
having more than one whiskey and soda. Then 
you may hear he goes to bed very late, or he may 


be in the habit of going very early. He will also 
probably give you an idea of the sort of company 
he keeps. The great point is to let him go his 
own way, telling you exactly what he does. If 
you ask him a lot of searching questions he will 
probably draw back and hardly tell you anything. 
Candidates are bound to tell you the truth, and if 
they leave out very important things, such as a 
statement as to some serious illness, they forget, or 
possibly do not know, that in a court of law that 
would render the policy void and valueless. You 
can gain their confidence in a quiet way, and you 
will then seldom have trouble. You have to find 
out three things : the candidate’s history, especi¬ 
ally with regard to illnesses; his habits and occu¬ 
pation, and his age, and it is only ladies who keep 
that back or misrepresent it; men are easy enough 
to deal with in that respect. After that, one of the 
most important things to ascertain is the hereditary 
diseases. When you have done that you have to 
make a physical examination of the patient, and 
that portion of the subject I propose to deal with 
in the next lecture. The great point is to ascertain 
how the patient, as the Americans say, “functions.” 
Having come to conclusions on all these points, 
you have to estimate his expectation of life. What 
we generally do is to take Table III and calculate 
how superior or inferior—generally how inferior— 
the candidate is to the common run. The way I 
generally put the matter to my actuary is : It is 
true that man is pretty well, but he has had so and 
so—perhaps syphilis or rheumatism—is he in the 
same position as a man who has not had those 
diseases? Is he on the same level with the or¬ 
dinary healthy man of his age ? He may be or he 
may not be, and that is the question we have to 
decide. Generally a man insures for the whole of 
his life. Suppose some of his relations have died 
of cancer, or that he has lost his father from con¬ 
sumption, or a brother, you have to consider the 
probable effect of that on his own life. Suppose, . 
to take another example, a man of thirty has mitral 
valvular disease, but it is well compensated, the 
idea will be, if he is quite well in other respects, to 
make an addition to that age and look upon him 
for insurance purposes as a man of, say, forty or 
thirty-seven. Suppose the candidate is a woman 
and her mother has had cancer, and especially if 
cancer has attacked several members of the family, 
you may have to reject her, or if not, you add to 
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her age; that is to say, a woman of forty will be 
reckoned as one of, say, fifty. A common way of 
insuring is by endowment, a very popular plan at 
the present moment. People insure not for the 
money to be paid at death, but when the individual 
reaches a certain age, say, fifty or sixty, or forty. 
In that case the payments have to be so arranged 
that they are completed by, we will say, forty years 
of age. Another way is this: A man wants to 
insure and get his money as an endowment at 
sixty. If the office is doubtful about him they say, 
“ Yes, we will give you the money at sixty, but you 
must pay all this before you are forty; ” and so all 
the instalments have to be paid before the insured 
reaches that age. I mention these matters, though 
strictly they do not concern the medical man, 
but are worked out by the actuary. Still it is 
necessary for you to know what these terms 
mean, because the officials will come to you and 
say, “Do you think this had better be a case 
for endowment or for a full-term insurance ?” 
And you have to tell them what you think best. 
Another form of insurance which is not un¬ 
common is that of the survivorship of two lives, 
and you have to decide as to which life is likely 
to be the longest. A common practice is to 
arrange that the insurance is paid on the death 
of the first, so you have to determine which is likely 
to live the longest, and to select accordingly. That 
is sometimes a nice piece of calculation. There 
are various other forms of endowment, but I need 
not go into them fully so long as you recognise the 
principle of endowments. You now consider the 
value of the man’s life, and if it be unsound you 
add a number of years to it, or decline it altogether, 
and if you think it sound you recommend it at the 
ordinary rate. But there is one thing you should 
nevftr do, and that is make small additions. 
Adding only three years to a comparatively young 
life is of no use at all; either reject the life or add 
at least five years to it, if there be anything wrong 
with the applicant. If a life is such that you feel 
you must add fifteen or twenty years to the age, the 
rate becomes almost prohibitive. In such a case 
it is better to make it an endowment policy rather 
than a whole-life policy. Sometimes you insure 


place from which you are likely to get the germs of 
enteric ; that is impossible. Now I want to say a 
few words about the history of the candidate. 

First with regard to sex. There is no great 
difference in the prospect of life in' men and 
women. But there is an important point in this 
connection, and that is that of course a woman 
during the childbearing period of her life is not 
such a good life as that of a man of the same age. 
In primiparse there is always a certain risk, and 
some offices will not accept a married woman until 
she has had a child, unless they are satisfied that 
! all chance of childbearing has passed away. They 
charge about j£i per cent, extra for the child¬ 
bearing time, and they take it off again after the 
first confinement is safely over. Our knowledge on 
the subject is. very simple. Dr. Matthews Duncan 
drew out statistics which show that one in every 
seventy-two primiparae die in confinement. As 
regards other confinements after the first, the 
chance of death is one in every 122, presenting a 
great contrast. Some offices will not take a woman 
between the ages of 18 and 50 without an extra, 
but the majority charge no extra when the first 
labour is over. Certainly the woman’s life is not 
so good as that of a man of the same age. 

Age .—Never go by what a man tells you with 
regard to his age; you must go by what he looks 
like and by the results of your examination. Many 
a man when he is thirty looks fifty, and that must 
be taken into consideration; for generally speaking 
there is something degenerate about his appear¬ 
ance, whether it be the hair, or the circulation, or 
what not The old saying is true, namely, that a 
man is as old as his arteries. This must be borne 
in mind thoroughly. A man I saw the other day 
was aged 70, but his arteries were those of extreme 
old age—they were not only atheromatous, but 
calcareous and nearly rigid, and the radials were in 
a sigmoid and tortuous condition instead of straight. 
In fact his arteries were fragile mineral tubes, 
devoid of elasticity, so degenerated were their walls. 
Think of that man’s precarious condition. One of 
the arteries in the brain might rupture to-morrow, 
j and then there would be apoplexy and death. 
The same thing might happen in the kidneys or in 


a man and he afterwards contracts typhoid fever 
and dies, and the office loses heavily, but you 
cannot insure him against typhoid fever, and you 
cannot say to the candidate you must not go to a 


certain other parts of the body. So in that man, 
although he is only seventy, the arteries are at least 
eighty, and no insurance office would accept him. 


Next we come to heredity. 
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large subject. The following diseases may be 
regarded as hereditary:—Syphilis, insanity, cancer, 
phthisis, gout and rheumatism, diabetes, asthma. 
There is no doubt about heredity. M^uch has been 
said to discourage the idea of heredity in disease 
but the facts in support of it are as strong as ever. 
There can be no question that there are certain 
diseases which are absolutely hereditary, just as 
certain peculiarities of frame are transmitted. 
The soil suitable for the growth and multi¬ 
plication of certain disease germs is transmitted 
and ready for the bacillus to grow and spread 
upon it. I have given syphilis as one of the 
hereditary diseases, and the authority in connection 
with this college who has done most to show its 
nature is Mr. Jonathan Hutchinson, who states it 
is hereditary. But one comfort is that it never 
goes beyond the first generation; that is to say, 
the children of a syphilitic father do not transmit 
any syphilis to their offspring. With regard to its 
effect in life assurance work, we find that the cases 
which have symptoms of inherited syphilis are not 
those which we meet in insurance offices. Of 
course the worst cases die off before they are likely 
to come for insurance. At any rate, at the stage 
at which we see syphilis at insurance offices it does 
not affect the applicant’s prospects of life. So you 
may almost neglect syphilis from the insurance 
point of view. Next we come to insanity . That is 
strongly hereditary in many cases. It is a terrible 
thing. You always have to look out where there is 
a father or mother insane for the chance of the 
daughter or son being insane too. I think the 
father being insane has a worse effect upon the 
children than the mother being insane, though 
both are dangerous. Fathers generally transmit 
their insanity to their sons and mothers to their 
daughters ; at any rate, that is the general opinion. 
If a candidate had both father and mother insane, 
I do not think insurance offices should take him. 
If insanity developed in only one parent, and 
apparently only late in life, we should possibly 
accept the candidate, with some addition. Cancer 
heredity is one of the most difficult and trouble¬ 
some kind of cases which are brought before a life 
insurance examiner. Over and over again a woman 
comes and says her mother died of cancer. What 
are her prospects of getting cancer? About one 
third to one seventh of all cancer cases get cancer 
from their parents. You know cancer is most 


prevalent between the ages of forty and sixty. 
That is one of the worst features, because people 
come to you at thirty years of age or so, and you 
cannot say whether they have inherited and will 
develop it or not yet. The mother’s cancer is the 
worst form of heredity, and she often transmits it 
to the daughter, and it is reproduced in the same 
organ. If you get a mother with cancer of the 
breast the daughter generally gets cancer in the 
breast, and the same may be said of cancer of the 
uterus. Insurance offices are in the habit of acting 
thus: If the mother has had cancer and the 
daughter wishes to insure, we should think twice 
about it; but if it is her son who is wishing to 
insure and she had cancer of the uterus or of the 
breast, we should take him, because the cancer was 
not in an organ which would affect the son. On 
the other hand, if the father died of cancer of the 
stomach, or of the tongue, or of the liver, and the 
son presents himself for insurance, we should be 
more likely to charge an extra, though in most 
males with only one instance of heredity no extra 
is charged. We must remember, too, that cancer 
attacks males much later in life than it does 
females, and, as Dr. Payne has shown, an endow¬ 
ment policy maturing at sixty would partly protect, 
and one at fifty-five completely protect, an office 
in most male cases with heredity. Females are 
attacked much earlier, and their period of liability 
is therefore a long one. The old idea was that if 
both parents died of cancer the applicant should 
be rejected, even if the son had shown no sign of 
cancer; but since Dr. Payne’s investigations this is 
somewhat modified, and such cases are taken with 
a substantial addition. 

Phthisis .—Much is written nowadays to show 
that phthisis is not an hereditary disease, but the 
statement is too strong. In the first place there 
are cases, though they have been very rare indeed, 
where tubercular women have died and the foetus 
has been removed from them and found to contain 
tubercles. That surely is as good evidence of direct 
transmission as you could have. But when you 
find a family swept off with consumption, as you 
often do, father and mother and sons and daughters, 
a very strong case is made out. Of course the 
objectors to the hereditary idea say that the father 
contracted the disease and gave it to his wife, and 
they associated closely with the children and 
brought them up in a consumptive atmosphere, 

Digitized by Google 



280 The Clinical Journal. ] 


DR. THEODORE WILLIAMS. 


[Aug. 17,1904. 


inhaling the breath of consumptives and the dried I 
sputum, so that it is a case of infection and not of ! 
hereditary transmission. But there are cases in 
which the father or the mother were consumptive 
and the children were not brought up with the 
parents, but were put out to nurse, as they are in 
France, and later on scattered about the world in 
different climates and different conditions and' 
occupations, and yet have developed consumption. 

I have seen more than one family like that, show- | 
ing that there must have been some common soil 
in them which suited the tuberculous virus, and 
that the disease was contracted by contagion alone ! 
in the true sense of the word. What probably 
happens is that the father or the mother transmits | 
to the offspring a bodily frame which is particularly 
susceptible to the tubercular virus. And when the 
individual has been exposed to the tubercular virus : 
for a long time, or to those causes which bring 
about the disease, he gets tubercle. But he would 
not have caught tubercle if the ground had not 
been already prepared. It is one of the clear 
instances of predisposition. So if as a rule phthisis 
is not hereditary, the predisposition to it is distinctly 
hereditary. And heredity acts in another way. 
By the researches I made some years ago, which were 
confirmed by later ones of Dr. Reginald Thompson, 

I found that if there was distinct heredity in 
a family, say that a man's father or the woman's 
( mother died of consumption, he was attacked earlier 
I than others, and likewise the woman was attacked i 
earlier. If the man’s father died of consumption j 
he was attacked two and a half years earlier than 1 
otherwise; whereas if the woman's mother died of | 
consumption she would be attacked four years ] 
earlier. So suppose a woman would in the ordinary 
way have been attacked at thirty, if her mother died 
of consumption she would be attacked at twenty-six 
years of age. There can be no doubt that the 
inheritance hastens the onset of the attack. 

Gout and rheumatism .—These are both to a 
certain degree hereditary, though perhaps not very 
largely. The way we know that gout is hereditary 
is that persons always have it earlier if their fathers 
had it before them. You know that the usual age 
at which gout attacks a man is between forty and 
forty-five, but a man who inherits it gets attacks at 
twenty-six to thirty. You will find that in most of 
the young cases of gout that the disease is heredi¬ 
tary. Every now and then you will come across a 


young case of gout, and on investigation you will 
probably find that the disease is not the result o 
his own habits, but of his father’s, or it may be his 
grandfather’s. Dr. Pollock stated that where a son 
inherits gout the tendency every now and then is 
for it to take the form of some obscure disease of 
the heart; either the mitral or aortic valve being 
affected. Another statement of Dr. Pollock’s 
which I endorse is that rheumatism is occasionally 
inherited; otherwise you could not understand why 
it is that in some families the children become 
markedly rheumatic at a very early age and in other 
families they do not become so at all. In the 
former, if you search the matter out, you will find 
that the parents have been rheumatic. 

Diabetes is said to be hereditary. Over and 
over again you will have the statement made to 
you that the father died of diabetes, and you have 
to consider what such a statement is worth from an 
insurance point of view. You may conclude the 
diabetes to be hereditary if it is the young people 
who get it. The hereditary cases of diabetes are 
the worst of all, and such instances must be 
rejected at all hazards; no extras will compensate 
for them. Moreover, they are generally of the 
neurotic type and contrast with the other form of 
diabetes. They are most unsatisfactor)*, and 
generally die quite early. On the other hand, the 
gouty form, which you get in middle life, by good 
dieting and careful treatment will often get well, 
and there may be no return of the disease. I may 
tell you frankly, however, that I never on any 
ground accept a case where there is sugar in the 
urine; my experience in the matter leads me to 
postpone or reject all such cases. 

Now we come to asthma . Undoubtedly a great 
deal of asthma is hereditary; probably 40 per 
cent, of it. But it is often the shape of the chest 
which is transmitted; the father transmits to the 
son or the daughter, and the mother transmits to 
the daughter. So you can tell very well by the 
form of the chest when the case is hereditary. 

Nervous diseases , again, are very often hereditary. 
I have spoken already of insanity, but my remarks 
now apply largely to epilepsy. Epilepsy comes on 
in a peculiar way. The applicant for insurance 
may have had epilepsy, but you must be quite sure 
that at the time you insure he or she is free from 
attacks. If there is a history of epilepsy go into 
the matter carefully and find out how many attacks 
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the father or the mother had and at what period of ! 
their lives they occurred. And always hear in 
mind that the candidate may not have epilepsy, but 
something worse; he or she may inherit a condition ; 
of the nervous system which may bring about general ; 
paralysis or insanity, or some other neurosis. : 

With regard to occupation , I show you Dr. , 
Tatham’s famous table, which is based on 1000 
deaths as the average : 

Table IV .—Mortality from all Causes , 1000 


being the Average . 


Clergy 

5 

533 

Building trades . 

957 | 

Chemists . 

604 

Medical profession 

966 : 

Farm labourers . 

632 

Textile manufacturers 

1054 i 

Railway engine drivers 

818 

Law clerks. 

1070 j 

Legal profession 

821 

Metal workers . 

1128 | 

Shopkeepers 

859 

General labourers 

1221 

Commercial Clerks . 

9 i 5 

Innkeepers' servants . 

1659 

Coal miners 

925 

Dock and wharf la¬ 
bourers . 

1829 


You will see from this table that the clergy come 
out very well, that the medical profession is just 
about at the average, and that farm labourers are . 
very much more favourably situated than inkeepers ’ | 
servants. I believe the large figures for dock and j 
wharf labourers is due to their drinking habits, j 
Textile workers are badly off on account, I suppose, 
of the dusty atmosphere of their occupation, I 
and the same may probably be said of metal 
workers, in spite of Acts of Parliament passed to 
protect them. In this table there is not included a . 
very important class of men, namely, stockbrokers, I 
Among them the mortality is high, because their - 
life is one of great excitement and worry; they are 
in the heights of elation one day and perhaps down 
in the depths of despair the next. Any life of 
excitement of that sort is bad for longevity. The 
clergy have a very steady and, generally speaking, 
easy life; though poor they know certainly how 
much they have to count on, and can adjust their 
expenses according to their means. The chemist's 
life is also a regular one and the mortality low. 

With such facts before them as the above, and 
others drawn from the records of insurance offices, , 
I do not see why our friends, the actuaries, should | 
not supply us with a table of ratings for the various 
professions, which would help us greatly in our 
decisions. 


A CLINICAL LECTURE 

ON 

TUBERCULOUS LARYNGITIS. 

Delivered at St. Bartholomew’s Hospital, 

By W. D. HARMER, M.C.Cantab., F.R.C.S., 
Surgeon to the Throat Department, St. Bartholomew's 
Hospital. 


Gentlemen, —Mr. Power tells me that during the 
last year he has given you an account of the 
diseases of the nose and pharynx: I intend, there¬ 
fore, to tell you to-day something about the larynx. 
As I have only a single lecture, I will take tuber¬ 
culous laryngitis as my subject. This is, perhaps, 
the commonest of all laryngeal complaints, and 
seems to me to be especially important to you. It 
is a disease which affects at least 30 per cent, of all 
cases of pulmonary phthisis and probably a larger 
percentage at some time or another. Only in very 
exceptional cases does it commence as a primary 
disease, but cases have been found by post-mortem 
examinations. The larynx is, therefore, in no 
sense a seat of election for tubercle, but is liable 
to become directly involved by infection from the 
lungs. Men seem to be more frequently attacked 
than women, but there is no connection with any 
definite form of occupation ; in fact, singers and 
other people who are continually exerting the voice 
are less often attacked. I would remind you also 
that the condition of the lungs may be one of 
advanced tuberculous disease or equally well one 
in which physical signs appear completely absent. 

As regards the symptoms , the first and most 
important is generally a change in the voice; in 
the early stages the patient notices that his voice 
does not carry so well and that he has difficulty in 
making himself heard when others are talking; if 
the disease progresses there is soon a definite 
hoarseness, and the voice becomes typical of a 
larynx in which the mucous membrane and cords 
are swollen and cedematous. If any of you gentle¬ 
men have ever had the experience of going to a 
sanatorium for phthisis and taking a meal with 
the patients, you must have been struck by the 
fact that nearly all of them have difficulty in pro¬ 
ducing a clear voice, and that some have hardly 
any control at all—the tone and pitch of the voice- 
is uncertain and varied. The hoarseness may be 
followed at any time by aphonia or the patient can 
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only speak in a very small whisper; this may be 
due to swelling of the mucous membrane of the 
larynx or cords, or to fixation of one of the cords, 
owing to affection of the recurrent laryngeal nerve 
or to inflammation which has caused impairment of 
movement of the corresponding arytenoid cartilage. 

Paralysis of a vocal cord is more common on 
the right side, and this is said to be caused by the 
more intimate relation of the right recurrent laryn¬ 
geal branch of the vagus to the pleura at the apex 
of the right lung; in cases where the pleura 
becomes thickened by inflammation the nerve is 
likely therefore to be involved. Again, glands in 
the neck, when present, may press upon and 
destroy the functions of the recurrent nerve. 

In some cases where aphonia is complete the 
changes in the larynx seem to be insignificant; 
thus a patient of mine of over sixty suddenly 
developed aphonia, which was complete in a few 
days; nothing could be seen in the larynx at first, 
but tubercle was suspected. Examination of the 
lungs revealed nothing, but bacilli were found in 
the sputum and later marked laryngeal changes 
were seen. 

Cough is invariably a marked symptom; the 
inflammation of the larynx causes irritation, and 
when the lungs are affected, the passage of the 
sputum into the larynx also aggravates the condi¬ 
tion. In some instances the cough is paroxysmal 
and may be extremely distressing. Expectoration 
is common as the result of the lung trouble, 

. but is not caused by the local inflammation. 
Haemorrhage is uncommon except in the sputum 
from the lungs. 

Pain may or may not be present, and is intense 
in a few cases: it is rather curious that although 
tuberculous lesions in almost all other parts of 
the body are associated with pain of some kind, 
yet in the larynx, a most sensitive organ, pain may 
be absent. Where ulceration is present, there 
will be pain, especially if the ulcers are upon 
the epiglottis; the pain is increased in these 
cases by swallowing, the dysphagia often being 
worse with fluids than it is with solids. As a 
rule the pain is not so distressing as might be 
expected, and is not as severe as with a tubercu¬ 
lous ulcer of the tongue. 

Dyspnoea is only present in advanced cases 
with great swelling and much ulceration and rarely 
becomes so severe as to require tracheotomy. 


In the early stages of the disease the first 
noticeable sign is pallor of the mucous membrane, 
especially that covering the epiglottis: very often 
it is patchy in distribution; in some places, as, 
for instance, over the true vocal cords or the 
arytenoid cartilages, the mucous membrane may 
be a dull deep red colour. The pallor, which 
may be at first the only sign—I want to impress 
this especially—is often due to definite oedema 
of the sub-mucous tissues, a common condition 
in tubercle. As the result of the oedema there 
is sooner or later swelling of some part of the 
larynx. The situation first affected is the aryte¬ 
noid region, or the interarytenoid space; the 
arytenoids are changed into rounded, puffy 
swellings and the mucous membrane over them 
is either red or pale and oedematous: in the 
interarytenoid space a rounded or pysiform 
swelling may be present. The vocal cords become 
affected later; the clean white colour disappears, 
and they become fat and flesh-like, movement 
at the same time being impaired. The epiglottis 
may also be involved, and is thickened by infil¬ 
tration ; its sharp upper edge becomes rounded 
and the upper opening of the larynx much 
reduced in size. 

Ulcers can often be seen; they are small, 
circular, and superficial spots in the beginning, 
tending to coalesce and form irregular patches. 
They are in many cases very difficult to see, 
especially when much swelling of the mucous 
membrane is present. The most usual sites of 
such ulcers are the interarytenoid and arytenoid 
regions, the aryepiglottidean folds, the epiglottis, 
the vocal cords, and in some cases also the wall 
of the trachea. Around these ulcers granulation 
tissue may be seen, and the mucous membrane 
may appear to have warts upon it. This is 
especially the case when granulations are formed 
on the vocal cords. When the infiltration is 
excessive definite tumours may be formed, covered 
with smooth, pale, mucous membrane. 

Perichondritis is sometimes present and portions 
of the epiglottis may be destroyed. Necrosis of 
the arytenoids also occurs, and they may be seen 
stripped of their mucous membrane. The cords 
often lose their free movement with phonation, and 
this may be caused by paralysis, or loss of tone in 
the muscles, or simply by excessive swelling either 
of themselves or of the arytenoids. 
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The lymphatic glands in the neck are rarely 
involved, and in this respect the condition corre- ; 
sponds to that found in intrinsic malignant disease 
of the larynx, which for some reasons seldom affects 
the glands. 

The tubercle bacillus when it reaches the larynx 
—and this is generally in the sputum from the lungs 
—tends to form tubercles in the mucous membrane. 
To the naked eye, however, tubercles are seldom 
seen, and miliary tuberculosis, so-called, must be 
rare. What is seen is generally infiltration with 
oedema of the mucous membrane, giving the pallid 
appearance so typical of the disease. As the in¬ 
filtration increases, the tubercles become softened, 
the mucous membrane over them becomes ! 
destroyed and small round superficial ulcers result. 
In other cases, where tumours are present, there is 
infiltration of small round cells with a certain 
amount of fibrous tissue and caseation is delayed. 1 

The diagnosis of tuberculous laryngitis is usually ] 
simple. As I have already said, it is commoner | 
in men, usually between the ages of 20 and 40, j 
but also occurring before and after these periods. 

The appearance of the patient is often suggestive 
of lung trouble, and there is generally a history 
which points to such affection. The patient has a 1 
cough, constantly brings up sputum, perhaps j 
tinged with blood; he suffers from night sweats 1 
and is losing weight; the voice is weak and un¬ 
certain, and more or less hoarse, sometimes worse 
than at others. The change of voicfc has been 
noticed for several months probably, and the 
hoarseness does not improve. The appearance of 
the larynx is that which I have already described. | 

The conditions for which it may be mistaken 
are : (1) Chronic laryngitis, (2) syphilis, (3) lupus, 
(4) malignant disease. 

The first is the most difficult to diagnose with 
certainty, and it must be remembered that clergy¬ 
men, hawkers, and clerks, who are continually 
speaking and shouting, may have a chronic inflam¬ 
mation of the larynx, with hoarseness and changes 
in the larynx which are not associated with the 
tubercle* bacillus. Again in some trades, where 
much dust is present, the larynx may become 
inflamed. However, in the above cases, the 
laryngitis tends to disappear with appropriate 
treatment, and there is no indication of lung 
trouble. i 

Syphilis, when it affects the larynx, is much 


more rapid in its course; ulceration is far quicker 
and more destructive, the epiglottis being especially 
affected. Scar tissue is formed as the ulcers heal, 
causing marked contractions of the parts and often 
stenosis, and the mucous membrane is red and 
angry in appearance, much brighter than in 
tubercle. Other syphilitic changes are usually 
associated, and ulcers may be seen on the skin, in 
the uvula or pharynx, or typical changes in the eye 
may be present. 

Lupus hardly ever affects the larynx atone; 
when it involves the larynx, it is usually present on 
the soft palate, or the tongue, or the nose, or skin 
of the face and hands. 

Malignant disease commences after forty, and 
forms tumours which are at first unilateral and 
tend to increase in size, in spite of appropriate 
treatment. 

In all of these cases, where there is difficulty in 
the diagnosis, you must remember to make a very 
thorough investigation of the lungs; you must 
examine the sputum for the tubercle bacillus, or 
remove portions of the mucous membrane of the 
larynx for examination. 

The treatment of this complaint resolves itself 
into two heads, namely constitutional and local. 
The first is undoubtedly the more important, and 
if the larynx is to be improved, the lungs must first 
be considered. The patient must be sent to a 
suitable sanatorium, preferably in a fairly warm 
climate, without too high an altitude; here he will 
receive proper open-air treatment and especial 
importance will be paid to his diet, which must be 
good and sufficient, even when eating is trouble¬ 
some. The drugs that will benefit him are those 
that help to strengthen his constitution, notably 
cod-liver oil, maitine, iron, etc., and two drugs, 
creasote (ir\j in capsules, taken three times a day' 
after food, and the number gradually increased 
until v\\ are taken at a dose) and carbonate of 
guaiacol, are especially useful in the treatment. 

The local treatment is the duty of the surgeon, 
and is, in my opinion, most unsatisfactory, apart 
from the constitutional. 

Undoubtedly the most important treatment is 
absolute rest for the larynx. In most sanatoria, 
when laryngitis is present, the patient is not 
allowed to use his voice at all for periods of three 
to six months—all correspondence is done by 
writing. Just as in the case of a tuberculous joint 
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or spine, this absolute rest undoubtedly gives the 
best chance for inflammation to subside, and many 
cases recover with this treatment alone. 

If cough is excessive, owing to irritation of the 
larynx, especially where paroxysms occur, it is 
advisable to administer local sprays, such as 
cocaine (4 to 10 per cent.), menthol in olive oil, 
30 per cent, injected into the larynx, beginning' 
with 15 minims, tincture of benzoin and other 
drugs. 

If much expectoration is present, the larynx 
being continually filled with it, mild antiseptics, 
such as menthol, carbolic acid, and others, may be 
given in the form of sprays. The larynx is thus 
washed out frequently, and so cleared of its con¬ 
tents. 

When dysphagia is pronounced, cocaine and 
menthol, used as sprays, immediately before meals, 
are effective. 

When ulcers are present, mild antiseptics may 
be used, especially those that can be used as 
insufflations, such as boracic acid, iodoform 
(deodorized), iodol, or orthoform. 

When aphonia persists after healing of the larynx, 
electrical treatment may be beneficial. 

I may say a few words also about lactic acid, 
which has been very generally used in our out¬ 
patient department in increasing strengths of from 
20 to 80 per cent. It has many advocates. It 
must be applied absolutely to the ulcer itself by 
means of a probe or small laryngeal forceps, around 
the end of which a small cotton-wool swab is 
wrapped, and it must also be rubbed well into the 
ulcer. My present opinion is that it is generally 
like putting coals upon a fire, and that the ulcers 
become more inflamed; there is no doubt that the 
indiscriminate use of the drug, especially when 
applied with a brush, not only does not improve 
the ulcers, but even tends to keep up the laryngitis. 

I would say that it ought never to be used by any¬ 
one except a surgeon who is used to the laryngo¬ 
scope, and then only under the closest observation. 

I am extremely doubtful if it ever does real good 
to the condition, and in this connection I may tell 
you that at one of the large sanatoria for con¬ 
sumptives, where I have had the chance of seeing 
the treatment of laryngitis on several occasions, 
they never use it. 

As to operations, such as scraping with a 
Heryng’s curette or other instrument, or the re¬ 


moval of warts or ulcers by one of the various 
punching-out instruments, I have very little to say. 
Up to the present they do not seem to have been 
attended with very good results. However, I have 
a feeling that improvements may be made in this 
direction in suitable cases; perhaps we shall find 
that it is advisable in certain cases to do trache¬ 
otomy and so shut off the larynx for a time, so that 
a more complete operation can be done. At any 
rate, where dyspnoea becomes urgent, which is 
exceptional with tubercle, it may be essential to 
perform tracheotomy, and the rest which is thereby 
given to the larynx is certainly beneficial. 

I may add that certain substances, such as 
Koch’s tuberculin, cantharidinate of potash and 
others, have been injected subcutaneously, but 
without success. 

In conclusion I will repeat that the most impor¬ 
tant treatment of this complaint is a suitable open- 
air treatment, with absolute rest for the larynx, 
these being in my opinion by far the chief con¬ 
siderations. 

The prognosis of tuberculous laryngitis is said 
to be bad; people shake their heads when they 
hear of it. In the case of out-patients, who have 
to continue their work, and cannot receive suitable 
treatment, the prognosis is certainly very bad; the J 
same may be said of patients who have much ulcera¬ 
tion in the larynx, especially, I think, when the ulcers 
are situated on the cords or the epiglottis. On the 
other hand,-' when the laryngitis takes the form of 
pallor and oedema, with simply thickening of the 
mucous membrane around the arytenoids, with an 
occasional ulcer in the same region, the prognosis 
is not by any means so serious, and I am inclined * 
to think that with the improved methods of treat¬ 
ment of phthisis many cases will recover. I 
believe that there are three terminations for a 
patient who has phthisis: (1) recovery; (2) rapid’ 
death; (3) chronic phthisis, lasting for many years 
and much the worst of them all. In all of these 
laryngitis may occur and its course will be similar. 

As a rule a fairly definite opinion can be given in 
the course of six to twelve months. 


Latkowski reports that in an unusual form of 
influenza the secretion from the conjunctiva showed 
the presence of the influenza bacillus. He believes 
this indicates the portal of entry for the germs.— 
Medical Record , vol. lxvi, No. 3. 
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DR. LEONARD GUTHRIE ON 
NEUROTIC CHILDREN.* 

{Concluded from p. 267.) 

Untruthfulness .—It should be remembered that 
one lie does not make a liar. Timidity is often the 
cause of apparent untruthfulness. Some nervous 
children have been so impressed by the virtue of 
truth that they live in constant fear of telling a lie. 
And so, when the opportunity arrives, they lose 
their heads and blurt out “ no ” when they mean 
“ yes.” Others appear to lie from absent- 
mindedness or because the question put to them 
does not admit of a direct answer, although they 
are too frightened to say so and therefore seem to 
prevaricate. 

I mention these simple facts because I know that 
a child may suffer cruelly from the feeling that its 
word will not be believed. Neurotic children are 
ready enough to brood over imaginary grievances 
and slights, and their misery may be increased 
tenfold when the grievances are genuine. Romance¬ 
weaving is common in all imaginative children who 
have not learnt to distinguish between the truths 
of allegory and fact. Sometimes it is due to vanity 
or desire to create an impression. Darwin says 
that as a child he was cured of this habit by having 
his most startling narratives received with chilling 
silence. 

Romance-weaving, however, may, even in young 
children, be due to hallucinations and delusions, 
and may be a sign of impending illness, such as 
meningitis, or follow in the wake of fevers. I 
remember a schoolfellow more than thirty years 
ago—a nervous, delicate, stammering boy, who had 
an amusing gift of improvising humorous dramas 
by aid of a pen-wiper and the knotted corner of a 
handkerchief. He was a day boarder, and one 
morning he arrived at school full of a thrilling and 
circumstantial account of a burglary which he said 
had taken place at his father’s house overnight. 
His father, he stated, had shot two of the burglars 
dead on the lawn. The story soon reached the 
ears of the headmaster, who was much impressed 
and went off at once to pay a visit of condolence 
to the boy’s father. He soon returned in a 

* From teaching delivered at the Medical Graduates' 
College and Polyclinic. 


, towering rage at finding the story was pure inven- 
: tion. His address on the fate of liars was so 
impressive that many small boys were prepared to 
: see this youthful Ananias consumed in fire and 
brimstone on the spot. He was, however, only 
“removed by request” from the school. Some 
weeks later the headmaster announced that the * 
unfortunate boy was dying or dead, I forget which, 
of so-called “ brain fever,” and expressed regret at 
having dealt hardly with him. No doubt the boy 
1 laboured under delusions. 

Quite recently I saw in a weekly paper an 
| account of two little children who came home from 
i school with a graphic story of a funeral which they 
said they had seen at a neighbouring church. No 
such funeral had taken place, so the children were 
punished for telling lies. A week later both were 
dead of scarlatina. The story was related as an 
instance of second sight, but obviously the children 
were in the invasion stage of the fever and were 
subjects of collective hallucination. 

Delusional insanity following enteric fever .—A 
boy aet. 11, after recovering from enteric fever, went 
to the police-station and said that all his family had 
been asphyxiated by coal gas. When I saw him he 
was full of suspicion and pregnant hints of some¬ 
thing wrong at home. I asked him what he 
complained of, and he said, “ Well, there’s the cat, 
it goes about sniffing like this ” (here he imitated 
the cat); “then there’s a loose board in the 
kitchen floor and a heap of old bricks in the yard. 
That’s not right, anyhow.” He obviously believed 
that he and his family were exposed to dangerous 
conspiracies. In a few weeks he recovered entirely. 

It is usually easy by a little cross-examination to 
1 discover whether children are victims to delusions 
j and hallucinations or not, for children are rarely 
; consummate actors. 

| Bad habits .—A child who suffers from habit 
| spasm or happens to be dreamy, shy, and unsoci- 
| able is not necessarily addicted to secret vices. 

| The greatest injury may be done to a neurotic 
imaginative boy by suggesting that physiological 
occurrences at puberty are due to disgusting 
: habits. 


It is to be regretted that a schoolmaster at the 
present day should write to the ‘ Lancet ’ as fol¬ 
lows :—“ I further explained (to the boys) that we 
schoolmasters were not slow in recognising those 
guilty of this pernicious self-indulgence ; that 
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reverie at class, dislike to out-door games, moping, 
defective memory, or disinclination to look one in j 
the face usually mark out these self-polluters ” j 
(‘ Lancet,’ vol. ii, 1897, p. 616). It is needless to 
state that such indications are quite unreliable. 
In another part of his harangue this well-meaning 
gentleman warned the boys at his school that the 
vice, “ if persisted in, led to the most injurious, 
sometimes even fatal physical consequences, such 
as instability of the entire nervous system; debility, 
general or local; injury irremediable to the sexual 
organs ; overmastering, lustful desire, impotency ; 
insomnia; insanity, idiocy,—although these conse¬ 
quences may be sometimes slow in overtaking the 
sinner.” He did not mention his authority for 
such views, but holding them it is not surprising 
that he did his best to prevent the occurrence of 
this dreaded vice. 

His school was conducted throughout on the 
espionage system. Games were obligatory; 

“ Work or Play ” the motto. The use of cubicles 
and also of trousers pockets was disallowed. 
Private as well as public admonition were given to 
all alike on the subject of self-pollution. Without , 
doubting that bestiality in various forms goes on 
at schools now as it always has done, one cannot j 
help fearing that the results of such determined , 
plans of action may have an injurious effect in , 
increasing the number of youthful sexual hypo- 
chondriacs who excite one’s pity by the needless 
mental torments which they endure in after life. 

Schoolmasters would be wiser to confine them¬ 
selves to the moral aspect of the question, and to 
leave the medical to the school doctor, who it may j 
be hoped would base his advice on the teaching of , 
Sir James Paget rather than on the highly coloured 
and pernicious literature supplied by vendors of 
quack medicines. i 

Aristotle said, “ The man who seeks solitude is 
either a beast OR a philosopher.” A child who 
mopes is usually miserable. It is not advisable to 
add to his grief by insulting him. Dreamy- 
mindedness does not necessarily proceed from j 
pruriency. Bashful children may not be able to j 
meet one’s eye, but brazen ones can do so. The 
best boy at games may be the worst in the dormi- j 
tory. “ Good at games ” is the schoolmaster’s 
modern shibboleth. Failure to answer the ancient , 
test led once to the slaughter of forty and two 
thousand Ephraimites. , 


Suicide .—Jerome Cardan relates in his ‘De 
VitA proprii’ (ed. 1643, p. 31) that as a 
boy of seven he contemplated suicide when in 
the heroic vein:—“ Laboravi interdum amore 
Heroico, ut me ipsum trucidare cogitatem.” He 
adds that he suspects others of similar thoughts, 
though they do not refer to them in their 
books. 

The impulse to self-destruction in neurotic 
children is probably far more frequent than is 
generally supposed. It may arise from melancholy 
and physical pain, as in Cardan’s case, or from the 
sense of banality and boredom of existence, or 
from curiosity as to the mysteries of death. But 
more frequently, I believe, it proceeds from a 
feeling of being unappreciated. 

I have heard a little boy of four cry in the 
bitterness of his sorrow when chided for some 
fault: “ I’ll tumble head first out of the window’, I 
will! ” No doubt he saw no other way of con¬ 
vincing the community of the importance of his 
small personality at the time, but proper arguments 
induced him to reconsider his alarming resolution. 

Neurotic children are as a rule too timid to 
make a deliberate attempt to destroy their lives, 
but they are quite capable, when in disgrace, of 
endeavours to make themselves ill as a penance or 
in order to excite sympathy. For instance, to lie 
on the floor on a winter’s night until the cold 
overcomes their fortitude, and they creep back to 
bed, though not to sleep, for thoughts of the 
misery of the morrow. 

Sometimes mere curiosity to see how it feels 
may lead to apparent attempts at suicide. A boy 
of nine was said to have attempted to hang 
himself, but I found on questioning his parent 
that, having been warned against the danger of 
putting his head in a round towel, he promptly 
did so, swung himself round, and nearly succeeded 
in strangling himself. 

I have only met with one case in which a boy 
of fourteen made a determined attempt to throw 
himself out of window. But it is a sad fact that 
instances of child-suicide seem to be increasing of 
late years. 

Limitation of development of moral consciousness . 
—After making due allowance for possible exag¬ 
geration of supposed immorality in children, there 
are yet cases in which, no doubt, moral offences 
are due to congenital failure in development of 
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moral consciousness or to more or less sudden 
loss of the faculty already developed. 

In some cases normal development of the moral 
sense seems to be arrested by congenital cerebral 
lesion or by disease in early infancy, such as birth- 
palsy, or infant paralysis or hemiplegia. But even 
in these we must remember that the moral train¬ 
ing of such children is apt to be deficient. The 
family cripple is often the family pet, and may be 
spoilt and indulged in every whim to such an ex- j 
tent that the necessity for exercising moral control 
has never dawned upon him. On the other hand, 
the lesion producing deformity may have been far 
more widely spread than is indicated by the extent | 
of the paralysis of the limbs, and may have 
affected the higher centres, in which, presumably, 
the capacity for moral control is generated. From 
time immemorial dwarfs and misshapen persons ; 
have been credited with spiteful and malicious ! 
instincts. But their unfortunate physical con¬ 
dition and up-bringing may explain their moral 
failings. Their innate capacity for moral develop- | 
ment need not necessarily be limited. 1 

In the Middle Ages, uncanny, ill-conditioned, j 
black-haired neurotic children were regarded as | 
Devil's changelings, or “kill crops,” and Martin | 
Luther could only suggest, when asked to prescribe 
for one of these, that it should be drowned in the 
river Moldau. 

True moral imbecility can only be diagnosed 
after most careful consideration of facts—including 
reference to ancestry, environment and personnel of 
the child. Moreover it must be proved that acts 
of immorality are persistent, that they are unpro- | 
voked, or occur on the slightest provocation or 
temptation, that the culprits cannot be brought to | 
realise why their actions are wrong, or that they 
are wrong at all. Penitence h^s to be distinguished 
from its simulation by fear of punishment. 

It is possible to attach too much value to the 
stigmata of degeneration. Some children show 
them who cannot be regarded as either mentally or 
morally deficient, whilst they may be absent in 
others who are both. They are only presumptive 
evidence of degeneracy. 

There may be considerable brain power behind 
an undersized and ill-shaped skull, just as a philan¬ 
thropist may wear the mien of a prize-fighter. 
Similarly the ungainly attitudes, slouching gait, 
deficiency of attention and other characteristics 


exhibited by many children are not necessarily 
proof of defective intelligence, moral or otherwise. 
They may depend on want of training, and they 
may be part of the curious but harmless eccen¬ 
tricities which are noticeable in many estimable and 
intellectual persons throughout their lives. 

Although apparent limitation of moral sense may 
be associated with general impairment of intellect, 
both in the presence and absence of physical 
disease, there is no constant relationship between 
impairment of intellect and defective moral sense. 
In some cases the latter only seems affected, as 
Dr. Still has pointed out in his interesting Goul- 
stonian Lectures for 1902. 

These cases of moral imbecility coupled with 
mental superiority form the most dangerous class 
of the community. No method of treatment other 
than that devised by Plato is suitable to their 
requirements. 

Loss of acquired moral control is sometimes met 
in children after serious illnesses such as scarlet 
fever, pneumonia, diphtheria, rheumatism, and 
others. There may be marked signs of moral 
deterioration, but in the great majority of cases the 
defect is only temporary. When permanent, a bad 
family history of insanity and other neuroses is 
almost invariably forthcoming. 

Conclusions .— The mental worries and troubles 
which torment neurotic adults are recognised causes 
and serious complications of their ailments. 

Neurotic children suffer even more acutely than 
adults from the effects of their peculiar emotional 
temperament. 

The results of continued emotional disturbance 
in childhood may cause permanent ill-health. 

The ailments, nervous or otherwise, of neurotic 
children, have to be investigated in the light of the 
patient’s temperament, ancestry and environment. 

It is not sufficient to regard neuroses as due 
simply to rickets, rheumatism, worms, constipation 
and other local or constitutional conditions. 

The two chief types of emotional temperament 
may be roughly described as the restrained and 
unrestrained. 

Fear is perhaps the emotion which of all others 
excites most mental and bodily suffering. It 
usually betrays itself if looked for, although the 
child may attempt to conceal it. 

Fear should be met with encouragement and sym¬ 
pathy ; never with ridicule. Fear may be the end, 
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and not the beginning of wisdom. Nonsense can¬ 
not be knocked out of a neurotic child. 

A night-light is better than none. 

The moral delinquencies of neurotic children 
are not necessarily of wholly vicious origin. 

The lives of men and women such as Wagner, 
Berlioz, Charles Lamb, Charles Dickens, Carlyle, 
George Eliot and many more, were embittered, and 
their genius trammelled by cerebral and gastric 
neurasthenia. Whenever they have lifted the veil, 
we can trace their sufferings, and often the faults of 
character which distressed those who loved and ad¬ 
mired them most, to their treatment in early youth. 

No doubt the same might be said of many 
whom we meet in daily life. 

If by recognising emotional instability in child¬ 
hood when emotions are most keenly felt and their 
effects indelible, we are able in any way to lessen it, 
we shall do good service to mankind. 

Yet many must be left to work out their own 
salvation or ruin, as the case may be, and the 
practical value of these suggestions is therefore 
considerably reduced. 


Biographic Clinics. By George M. Gould, 
M.D. (London: Rebman, Ltd., 1903, and 
Vol. II, 1904.) 

This is a romance of medicine in two volumes, 
a novel with a purpose. We do not mean that Dr. 
Gould, like his friend Dr. Weir Mitchell, has set 
himself deliberately to write a romance, but to us 
it has all the charms of that form of literature. To 
the physician the great romance of his life is the 
struggle to discover the panacea which will free 
mankind from suffering. Every now and then the 
discovery is made, is trumpeted abroad, is tested 
and found wanting, and finally is lost sight of by 
all save the finder and his diminishing band of 
disciples. The most recent discoverer is the author 
of these volumes. He does not undertake to cure 
all the ills of humanity, but a very large number, as 
the following list will show : “ Functional, cerebral, 
mental, and digestional disease, such as headache, 
dyspepsia, * biliousness,' sick-headache, migraine, 
neurasthenia, anaemia, vertigo, insomnia, anorexia, 
constipation, eructation of gas, languor, ill-temper, 
melancholia, etc. . . . The vast majority of such 
cases, say at least 90 per cent., are not caused by 


dietary indiscretion or organic disease, and of these 
over 90 per cent, are reflex ocular neuroses, /. <r., 
due to ‘ eye-strain’—a term denoting morbid 
function, not over-use of normal function.” It is 
unfortunate for the sufferers in this country that 
not only is the discovery an American one, but 
also the remedy can alone be obtained at the 
Philadelphia School of Ophthalmology, for “ cures 
pannot be made by the methods in vogue in 
Europe.” We are hopeful, however, that, although 
at present a trip across the Atlantic is necessary 
for the relief of ocular headaches, our English 
physicians and oculists will waken up and set them¬ 
selves to learn the novelties in this method of 
treatment. 

The clinical cases on which this treatise is based 
were not American subjects, but five Englishmen 
named De Quincey, Carlyle, Darwin, Huxley, and 
Browning, and the selection of these fairly well- 
known men suggests to us that ill-health must be 
comparatively rare amongst Amencan geniuses, or 
else the home supply would surely have been 
drawn on first. These five patients did not have 
the advantage of visiting the Philadelphia School 
of Ophthalmology, but Dr. Gould is able from a 
post-mortem examination of their writings and 
biographies to diagnose the cause of their ill-health, 
and with marvellous accuracy to describe the 
lesion. “ It is certain that our patient (Huxley) 
had far-sighted astigmatism, at least of one or two 
diopters (compound hyperopic astigmatism), pro¬ 
bably with a difference in the refractive error of 
the two eyes (anisometropia) ; perhaps he had also 
some lack of balance of the external ocular muscles 
(heterophoria), and almost certainly he had good 
or normal acuteness of vision of the two eyes.” 
There is much that is interesting in these life 
histories as carefully collected by the author, and 
if one accepts his premises his conclusions will 
appear to follow naturally. While eye-strain, and 
its importance as regards health, and the value of 
proper treatment have been fully recognised by the 
medical profession, not only in America but also 
in Europe, for a good many years, we are not con¬ 
vinced that the disturbances in the nervous organi¬ 
sations of these geniuses of literature and science 
were entirely due to that cause. The second 
volume is on the same lines as the first, and dis¬ 
cusses the ill-health of, amongst others, George 
Eliot, Wagner, Spencer, and Whittier. 
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TWO LECTURES 

ON THE 

MEDICAL EXAMINATION OF CANDIDATES 
FOR LIFE ASSURANCE.* 

By C. THEODORE WILLIAMS, M.D., F.R.C.P., 
Consulting Physician to the Brompton Hospital. 


Lecture II. 

Gentlemen, —At the last lecture we took several 
subjects of the medical examination for life 
assurance, and we said a good deal about heredity 
and other things. To-day we have reached the 
point at which we consider the habits of the can¬ 
didate. You have a candidate before you whom 
you are going to examine, and you have to find out 
what his habits are. As I said last time, the great 
thing is to get on confidential terms with him if 
possible, and to persuade him to tell you about 
himself. Of course it is not always that he is 
willing to do so. As regards habits, you have to 
be particularly on the look-out for alcohol. It is 
one of the most difficult problems conceivable to 
make out clearly whether a man takes too much 
alcohol; he is not likely to take too little. You 
ask him about his mode of life, but he is likely to 
keep back a good deal, and the question is 
whether you have any means of finding out. Of 
course you look at the man carefully and you may 
manage to get a whiff of his breath, and that tells 
you something. If he suffers, as is commonly the 
case with alcoholics, from morning sickness and 
cannot eat his breakfast, that has to be taken note 
of. But after all the great thing is his appearance. 
You ought to be able to discover something by his 
appearance; you can see if he is unsteady in any 
way, and if he has a tremulous tongue or a blotchy 
face. But remember you may find a very respect¬ 
able man who is a total abstainer with acne rosacea 
which makes him look as if he had been a drinker. 

* Delivered at the Medical Graduates’ College and Poly¬ 
clinic. 
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Even in the matter of the candidate’s appearance 
therefore you have difficulties. It is one of the 
cases where you must take a general survey of the 
man. I often think of that beautiful picture entitled 
“ The Doctor,” by Luke Fildes. It represents the 
doctor with the sick child, and the doctor instead 
of examining the child is simply sitting down and 
watching it as it lies in bed before him. That 
is a model for us. The candidate ought to be 
carefully looked at, and then the way in which he 
walks across the room should be noted. In this 
way cardiac lesions and lesions of the nervous 
system can often be detected. Of course it is not 
very pleasant to get a whiff of -the breath of such 
persons as are alcoholics, but you must not be 
particular when you have to find out the man’s 
habits, and the breath will give you a very good 
clue. Very often it is not alcohol that he smells 
of, but something more or less fermented. This 
peculiar smell is often found in women. You can 
detect alcohol in the breath of women when you 
would with difficulty detect it in any other way. 
In getting at the man’s history and how he 
habitually spends his days he will very likely tell 
you that he likes to have glasses with different 
companions each day. If he is alcoholic he will 
probably belong to one of three classes. The first 
class would be the man who takes alcohol 
occasionally to keep him up, or whenever he 
meets a friend. He is what is otherwise called a 
dram drinker. That is a very bad class, and if 
you have any suspicion of the man belonging to 
that class you should reject him. Then there is 
the man who has a regular bout of drinking every 
now and then, generally when he receives any 
money, such as a pension, he has what is known as a 
jollification, in which he becomes thoroughly drunk. 
He is as a rule moderate, and perhaps does not 
indulge like that again for a long time, the next 
occasion perhaps being when he receives more 
money. His case is not so bad as that of the dram 
drinker, because he has definite sudden indul¬ 
gences, and nature gets rid of the products by the 
excretions; but the first example of drinker is 
always hardening his tissues with alcohol. His 
stomach gets out of order, he has morning sickness, 
loses his appetite, and starves. And remember that 
one of the effects of alcohol is its action on the con¬ 
nective tissue, causing induration and contraction 
of it, as you see in the liver, but particularly round 


f 


the blood-vessels, and so preventing the proper 
supply of blood reaching the organ, and hence the 
starvation of the tissues of the body. The dram 
drinker generally gets into this condition in time, 
that is to say, his blood-vessels, as Dr. Pollock 
graphically describes, are pressed upon as by a sort 
of band which prevents the blood flowing properly 
through them. The next form is a much more 
difficult one. Every now and then you get a very 
respectable man who apparently is as perfect as he 
can be ; he takes a holiday, and you find that man, 
instead of taking a holiday to get fresh air, devotes 
the whole time to drinking. That is a very bad 
form, because there is no sort of restriction in such 
a case. His habits are moderate and respectable 
as a rule, but he breaks forth occasionally, and 
does not seem able to control himself. His tissues 
*are not so much affected as those of the dram 
drinker, but he indulges to great excess and belongs 
to a very dangerous class. All these three classes 
ought to be rejected when applying for insur¬ 
ance. The second class is a much better life 
than the first class; his organs do not get affected 
very much; he gets diarrhoea or something of 
that sort, which results in ridding him of the 
effects of the alcohol. Another point is that in 
examining the patient you must look out for the 
condition of the liver. Generally speaking, if you 
find an enlarged liver in a middle-aged man, unless 
he has been in the tropics, it means alcohol. I 
always view an enlarged liver with suspicion, and 
in many cases I reject the life, because it means 
considerable alcoholic indulgence. Naturally a 
man comes to you in the most perfect form he can, 
and for two or three days before appearing before 
the examiner he is careful not to take much 
alcohol, if any, and so you have not always a fair 
opportunity of judging of his habits. But to 
show you what the feeling is, even among lay 
directors, on the alcohol question, I may tell you 
this. When I was first appointed to my present 
insurance office there was a director of some 
standing of another office, who said, “ One of the 
things I advise you is, never on any consideration 
take a licensed victualler’s life.” I said, “ Why 
not ? ” He said, “ That is my experience, they are 
all bad lives.” I said, “ Surely there is some ex¬ 
ception to that; some may be good lives.” “ No,” 
he said, “ where you get temptation so strong as in 
the case of the licensed victualler he cannot resist 
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it, and your office will be much better without the 
insurance.” Now, I do not know that he was j 
quite right, but there was much truth in what he | 
said. I have seen cases of this class who I did * 
hope were favourable lives, and with an extra I ! 
thought they might pass, but they have often 
prematurely succumbed, and proved unfavourable 
risks. The general practice of offices is to charge I 
jQi per cent, on all licensed victuallers, and it is a 
question whether that is enough. I think perhaps | 
the extra should be greater, because they are a class 
who should always be viewed with suspicion as 
regards habits. One text book which I was looking I 
at the other day said you had better treat the , 
whole question of alcohol according to oppor- I 
tunities; given the opportunities of drinking the j 
man is quite sure to embrace them. So if there is 1 
an opportunity for drinking, you would be advised 
to at once reject the life. I do not go as far as that, i 
because I believe there are many men who have 1 
full opportunities for drinking who do not embrace ! 
them. They see the mistakes in others, and avoid \ 
them in themselves. But I give you the con- j 
elusions that other people have come to on the j 
matter. 

Then we come to another point in the habits, 

* namely smoking. You must always find out 
whether a man smokes, and if so, how much ; also t 
whether he smokes a pipe, or cigars, or cigarettes, ! 
and how many a day. You should view him very 1 
narrowly in regard to this, taking particular note of I 
his tongue, and teeth, and his heart. The smokers’ | 
tongue is quite a characteristic one. It is a white 
tongue, and in the middle of it there is a blackish | 
—some call it brownish—streak. That you seldom I 
see except in the tongues of hard smokers. Then 
with regard to the heart, an affection of that organ j 
through smoking is not so common in middle-aged 
men as in young men. There is a class of men 
who smoke a good deal too much, and when they * 
come to you you will probably find the heart’s 
action very irregular. You may find a man of 
twenty-five years of age with a distinctly irregular | 
pulse ; or the pulse may be small and quick, or 
irregular. If you tell such a man to give up 1 
smoking and come back to you at the end of about ' 
a month, you will probably find at the end of that j 
time that the heart has a good rhythm, and a not ! 
too quick action, showing that the smoking was ! 
the cause of the other condition. 


Now, there are a number of people who are in 
the habit of indulging in certain drugs, and in 
regard to them you must use your discrimination. 
Some take opium, others take chloral, and so on ; 
and they generally look like cases of insomnia. 
There is a jaded appearance about them, and they 
are black under the eyes. When you see cases of 
that sort it is well to ask them a few questions, and 
very likely you will get the desired information. 

Examination Form. 

We now come to the personal history of the 
candidate. I am circulating among you a form of 
examination for candidates, which was agreed upon 
after two years of careful inquiry and investigation 
by a Committee of the Life Assurance Medical 
Officers Association, which includes in its member¬ 
ship most of the medical officers of life assurance 
companies. It is the form which is used by 
several of the offices, but not by all. I will run 
through the requirements of this form with you 
because it will give you a better idea of what is 
required than anything else I can say. 

Information to be obtained from Applicant. 

1. Name. Age next birthday. Occupation. 
Are you married, and if so, how long ? 

2. Father. Living. Age. State of health. 

Mother. Living. Age. State of health. 

Brothers. Living. Age. State of health. 

Sisters. Living. Age. State of health. 

Father. Dead. Age. Cause of death. 

Mother. Dead. Age. Cause of death. 

Brothers. Dead. Age. Cause of death. 

Sisters. Dead. Age. Cause of death. 

The medical examiner should obtain precise 
information as to the cause of each death. Such 
terms as “childbirth,” “ dropsy,” “ natural causes,” 
“ change of life,” etc., should be avoided. 

3. Have any of your near relations suffered 
from cancer, consumption, gout, or insanity? If 
so, give particulars. 

4. What is the present and general state of your 
health ? 

5. For what diseases, and from whom, have you 
required medical assistance? When were you 
last ill ? 

6. In particular have you suffered, and if so 
how often and when, from: (a) Giddiness, fits, 

paralysis, insanity ? Blood-spitting, asthma, 
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or any affection of the lungs ? (c) Faintness, palpi¬ 
tation, dropsy ? (d) Jaundice, rupture, piles, or 

fistula ? (e) Any affection of the kidneys or bladder, 
or from stricture? (/) Gout, rheumatism, fever, 
or ague? (g) Deafness, or discharge from the 
ear ? (//) Varicose veins, tumour, or accident ? 

7. Have you been successfully vaccinated and 
when ? Have you had smallpox ? 

8. Have you resided in a hot climate ? If so, 
where, when, and how long ? 

9. Are your habits active or sedentary ? 

10. Are you strictly sober and temperate, and 
have you always been so ? 

11. What kind of stimulants do you take? 
What is the average daily quantity you consume ? 

12. Are there any special circumstances known to 
yourself which might affect the risk of an assurance 
on your life ? 

13. In the case of a female : How often have 
you been pregnant ? Are you now so ? Has 
labour been attended by special difficulty or 
danger? Are the uterine functions normal, and 
have they been so in the past ? 

Confidential Report by Medical Examiner. 

1. General .—What personal and professional 

knowledge have you of the applicant ? What is 
the general appearance and development? Does 
the appearance correspond with the stated age ? 
Is there any evidence of strumous disease ? What j 
is the condition of the teeth and gums ? j 

2. Habits .—From the appearance of applicant ‘ 
do you suspect past or present intemperance, or 
have you heard of any such ? 

3. Measurements .—Height. Weight, stationary, 
increasing, or decreasing ? Naked chest at nipple 
level (in males). In inspiration. In expiration. 
Abdomen at umbilicus (in males). In inspiration. 
In expiration. 

4. Circulation .—Is the heart natural in size, 
position, and impulse? Are the sounds of the 
heart normal ? What is the condition of the blood¬ 
vessels ? Pulse, rate and quality. 

5. Respiration .—Is the chest well formed, and 
does it expand fully and equally on inspiration? 
Do you, as a result of physical examination, detect 
any signs of consumption or other disease of the 
organs of respiration ? 

6. Digestion .—What is the result of your exami- 


state of the tongue and of the digestive functions ? 
If a hernia be present, state its nature, and whether 
a properly adjusted truss is worn. 

7. Genito-urinary system .—Is there any evidence 
of disease of the bladder or kidney, or of stricture 
or syphilis (past or present) ? What is the result 
of your examination of the urine, reaction, specific 
gravity, albumen, sugar? N.B .—Urine should be 
passed at the time of examination. 

8. Nervous system .—Is there any evidence of 
disease of the brain, spinal cord, or nerves ? 

8. Special circumstances .—Is there any additional 
statement you think it desirable to make in the 
interests of the Association ? 

Age, Condition, Occupation, and Family 
History. 

You see, in the first part we require information 
as to the age, as to the condition, whether married 
or single, the occupation, and the family history, 
what members of the family are living or dead, and 
! the cause of death in those who have died, which 
1 is very important. Now notice, we do not accept 
without explanation such a term as “ child-birth,” 
which often proves to be consumption. When you 
see a return giving child-birth as the cause of death, 
if you investigate it you will probably find it is a case 
of consumption after child-birth, the term con¬ 
sumption for obvious reasons being omitted. Then 
again, with regard to dropsy, we do not accept the 
mere word dropsy unless it is stated whether it is 
renal or cardiac; if these particulars are omitted 
we send the form back. Change of life is often 
given as the cause of death, but there must be 
some more definite cause, such as congestion of 
some organs. Change of life is not a proper term* 
and it would not be accepted in any registry office. 
The next question asked is whether any near 
relations have suffered from consumption, gout, 
rheumatism, insanity. And it is very important to 
make the candidate state that the general state of 
his health is good if it is so; that is to say, it is 
| well to make him commit himself, because what¬ 
ever he puts down here constitutes evidence which 
can be used against him. 

[ Former Diseases. 

Then we ask what diseases he has had, and how 
acquired. With regard to these, one might say 


ination of the abdomen and viscera ? What is the 


that they are put down rather irregularly, but you 
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will find almost everything is contained in those 
eight queries. 

Diseases of the Nervous System. 

It is of no use asking high-flown questions of 
candidates. Ask him whether he has had giddi¬ 
ness, or fits, or paralysis, or insanity, and he will 
probably say no. Then ask him with regard to 
blood-spitting, asthma, and any affection of the 
lungs. Now, if there is any blood-spitting you 
must go into the matter very carefully, and if you 
have any reason to suspect that it is phthisis, do 
not on any account accept the life. You will find 
nowadays papers are written to say that con¬ 
sumptives are safe after a certain period, but I tell 
you, as I have often told you before, that they are 
not safe and that they may get relapses, which will 
end in claims. So if you have any doubt about 
a candidate and you think he has tubercle in his 
lungs, whether it be past or present, reject the case 
unhesitatingly. 

Diseases of the Circulation. 

Next we come to “ faintness, palpitation, dropsy,” 
and that, of course, leads us to the question of 
heart trouble. There is also an enquiry as to the 
presence of jaundice, rupture, piles, or fistula. I 
would mention one thing about jaundice. You 
must be sure you have a good light to see the 
patient in. You will find many insurance companies 
think that for the medical officer, who comes only 
once or twice a week, anything is good enough, 
and they will put him into a back room with a 
reflector as the only source of daylight, or else lit 
by gas or electric light. Of course, under such 
circumstances, he cannot do his duty properly. 
You may be asked to examine a man with slight 
jaundice, but you cannot detect it. So if you are 
appointed to an insurance office, one of the first 
things is to ensure that you have a room where 
there is plenty of light. I had to contend with 
this difficulty in one office, and I told them it would 
not do, and I should have to resign if they did not 
give me a room with a better light. The result 
was that they gave me the best room in the house. 
Jaundice, Addison's disease, and anaemia can¬ 
not be detected unless you have the best light. 
With regard to piles, we do not charge an extra 
for them unless the piles are very troublesome. 
Fistula is very important, because it often means 


disease of the lungs too. In very many cases it is 
tuberculous and connected with the same disease 
elsewhere. It therefore involves an extra or re¬ 
jection. 


Hernia. 


Rupture is a matter in regard to which opinion 
has changed very much. At one time every office 
insisted on the wearing of a truss in cases of 
rupture, and they had a regular standard of extras 
for them. Of course, the different sorts of rupture 
have to be considered. Umbilical rupture in a 
stout woman is a very serious matter, whereas 
inguinal hernia in a man who is wearing a good 
truss properly fitted is not of very great importance. 
Again, femoral hernia in a woman is a decided 
objection. But generally speaking, cases of hernia 
, wearing trusses should get on very well. Every 
1 now and then you get a stout woman with umbilical 
| hernia which may become strangulated and cause 
death. Nowadays the practice is that in the case 
of ordinary hernia, if a proper truss is being worn, 
the offices accept it at the ordinary rate. Next we 
come to affections of the kidneys, or bladder, or 
stricture. It is essential you should know whether 
candidates have had disease of those organs, and 
I whether there has been any difficulty in retaining 
i or passing water, or if they have had stone. 


Gout and Rheumatism. 


Next we come to gout, rheumatism, or ague. 
The old insurance idea about gout was that if the 
man had no internal gout, but only external, it was 
sufficient to add a small extra; that is to say, if it 
was articular and he had only a few attacks a year, 
an addition of five or ten years to the age would 
suffice. But nowadays it is found that gout has 
severe complications and very far-reaching conse¬ 
quences ; that disease of the kidneys comes on 
afterwards; that the brain becomes involved ; also 
the stomach and heart; and these patients may 
die of one of these complications. Above all, 
there may be granular kidney following gout. Dr. 
Symes Thompson some years ago read a most 
excellent paper on this matter. He took a number 
of cases which had been rated up for gout, and 
pointed out how they were losses to the offices. 
Most of them were shown to be heavy losses, and 
the only ones where there was not a heavy loss 
were those on which a large extra had been added, 
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and then that extra only just recouped the offices. 
The idea now is, therefore, that you must add 
about twenty per cent, to whatever the ordinary 
rate may be. 

If the candidate has had rheumatism, apart from 
the effect on the heart, such an attack is of con¬ 
siderable importance. You will remember I pro¬ 
duced at the last lecture a table which showed the 
large number of cases of rheumatic fever in which 
the heart had been implicated. If a man has had 
acute rheumatism, even if his heart is not affected, 
he is liable to fresh attacks, and so it is advisable 
to put on an extra, though not a large one. If the 
man is about thirty years of age it will probably be 
enough if you put on an extra five to seven years. 

Diabetes. 

We mentioned diabetes. I should say un¬ 
questionably if the man has diabetes you should 
reject him at all hazards. Even if he is clear of 
sugar for a time, if he has had glycosuria for several 
years, or if sugar has been found in his urine 
several times, you must keep clear of that life, 
because he is sure to be vulnerable, that is to say, 
he will be more liable to attacks of other diseases, 
particularly if he is a young life. As far as we 
know, when diabetes is hereditary it appears early 
in life. The form from which the patient some¬ 
times recovers, and the best form from the point of 
view of prognosis, is the form which comes on late 
in life. 


Syphilis. 

With regard to syphilis, I need not say very 
much about it, but the more one studies syphilis, 
especially the great mass of syphilitic cases which 
you see in the upper classes, the more one is 
inclined to deal leniently with it. It is, of course, 
a very troublesome affection, but it does not seem 
to interfere very largely with longevity. You may 
find people with tertiary syphilis, and those cases 
you must promptly reject. But the great mass of 
young men who have syphilis recover, and although 
they may have subsequent manifestations, yet it 
does not appear to take that form which is 
dangerous to life. In this view we have our great 
authority Mr. Jonathan Hutchinson with us. 

I have already referred to phthisis. If there is 
any suspicion of phthisis, even in old cases where 


you think the disease is arrested or there is a con¬ 
tracted cavity, I advise rejection. 

Ear Disease. 

Then there is the question of deafness and a 
discharge from the ear^ which is very important, as 
there have been great losses to the offices through 
some of these ear cases. What happens in several 
of them is that perforation occurs in the membrane 
of the external auditory meatus, arising sometimes 
from an abscess, sometimes from a strumous affec¬ 
tion ; but there is perforation for some reason or 
another, and very often the candidate is not aware 
of it. Accordingly he goes and bathes in salt 
water, which enters his internal ear, sets up 
meningitis, and perhaps causes death in forty-eight 
hours. That has been shown to occur in many 
cases, with great loss to the offices, and so the 
insurance companies are naturally very chary of 
accepting such risks. When I get a case of that 
sort the first thing I do is to examine the ears, and 
if I see the membrane is perfect, that the hearing 
is fairly good, and that there is no history of recent 
abscess or discharge, I accept him. But if I found 
a perforation I would not accept him, and even if 
he went under treatment for it I would not accept 
him unless he produced a certificate from an aural 
surgeon that the aperture had properly healed up 
and the perforation had disappeared. Sometimes 
these risks are accepted, but with very large extras, 
and as a rule you are better without them. In all 
life assurance work you must act with caution, 
because it is better to accept many undoubtedly 
good lives and reject questionable ones than to get 
the offices to try experiments in the matter. Then 
there is the question of varicose veins, tumours, 
and so on. If a man has a varicose vein of the leg 
and wears proper elastic stockings, and there are not 
extensive varicose veins, you can accept him, and I 
do not think there is any necessity to make a serious 
addition. If a man or woman has a tumour, that is 
a separate matter which has to be definitely investi¬ 
gated. With regard to accident, of course every¬ 
thing depends on its nature, and you have to go 
carefully into the history of it with the candidate. 


Vaccination. 

Then with regard to vaccination, we had a good 
deal of trouble about vaccination in the last scare, 
because we insisted upon candidates who had not 
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been vaccinated being vaccinated. Of course 
there were a number of anti-vaccinationists who 
would not be done, and some of the young candi¬ 
dates told me their father or mother would not 
allow them to be vaccinated. In those cases we 
put a clause in the policy saying it would be 
void in a case of death from smallpox or those 
affections which follow from smallpox, and we 
protected ourselves in that way. The other 
offices did the same. With regard to the con¬ 
scientious objectors, as they call themselves, I 
remember one who objected to be vaccinated be¬ 
fore we decided to insert the above-mentioned 
clause. I said, “ Well, of course you need not be 
vaccinated, but it is a question whether the directors 
will accept your life, and they will not without an 
extra.” He said, “ Indeed, but I think that is very 
hard.” I said, “ Not at all; you are, as it were, on 
the brink of a precipice, /. e. smallpox, and you 
might fall over; and one has to consider the office, 
though you may think it is a matter of no par¬ 
ticular concern. I am satisfied with you in other 
respects, and if you want to set it right you had 
better go to a medical man and be vaccinated and 
send me the certificate.” He said, “ I could not 
think of such a thing; that is bowing to Mammon.” 
I said, “You will either have a heavy extra put on, 

| or you will be rejected, if you are not vaccinated.” 

' At the end of ten days the vaccination certificate 
arrived, duly signed, and the man was accepted. 

Habits. 

Residence in a hot climate is a very important 
matter, because if a man has lived in such a climate 
hp is liable to have certain diseases of the liver and 
intestines, which must be examined into; but Mr. 
Cantlie will supply you with the best information 
on the possibilities of tropical disease. Then the 
candidate is asked whether his habits are active or 
sedentary. Of course men with active habits are 
much more likely to be healthy than those who 
have a sedentary occupation, and here we ought 
to introduce the question as to whether they live in 
well-ventilated rooms, and if their business takes 
them much into the open air. Another question is, 
“Are you strictly sober and temperate?” and “Have 
you always been so ? ” It may appear to you gentle¬ 
men that that question is hardly warranted, be¬ 
cause you may possibly get a lie in answer; for if 
they were intemperate it would be hardly likely 


they would tell you so. Whereas if they were 
temperate they would think it an insult to ask 
them, for they would not like their temperance to 
be suspected. But you have to remember that the 
form becomes a legal document. If the candidate 
states in it that he is sober and temperate and 
always has been so, and if it were proved after¬ 
wards that he was a drunkard, the policy would 
be produced and it would be shown that he de¬ 
clared he was temperate when he was not so, con¬ 
sequently the policy would be declared void. So 
these questions are put and answered to protect the 
insurance office. Another question is, “ What 
kind of stimulants do you take ? ” The reason the 
quantity is mentioned is because you will find that 
almost every candidate has a different view of 
temperance. One will tell you quietly that he is 
temperate, but drinks two bottles of beer and half 
a bottle of whiskey in the evening; and another' 
will tell you something much less. The great 
thing is to make them commit themselves to a 
written statement. You first ask what stimulants 
they take—whether beer, wine, or spirits—and then 
put down their average daily quantity. These 
people often get dreadfully frightened. One will 
say, perhaps, “Yes, I forgot; I told you I drank two 
glasses of beer at lunch and I drink two glasses of 
wine at dinner, but I forgot a whiskey and soda I 
take at night, or perhaps it may be two or three.” 
Then the form ends with one of these questions 
which you may think is rather mysterious but is very 
useful—namely, “ Are there any special circum¬ 
stances known to yourself which might affect the 
risk of insurance on your life ? ” Then the applicant 
signs this form and the examiner countersigns it. 

Personal Examination. 

Now we come to the confidential report by the 
medical officer. The first question is whether the 
candidate is a patient of the examiner or not. 
Then “What is the general appearance?” This 
is of importance, because it is a great thing to 
know whether the man is well-developed and 
muscular, or whether he is fat and flabby or 
very thin. Is his appearance robust or cachectic, 
ruddy or pallid? Does the appearance corre¬ 
spond with the stated age ? I told you at the 
previous lecture that a man is as old as his 
arteries, not as old as the days of his years. So if 
you find the man looks a great deal older than he 
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is that should be stated, and it would have some 
effect upon your opinion. Evidence of strumous 
disease is inquired for : it is a good thing to draw 
attention to the existence of strumous glands. The 
condition of the teeth and gums is also important, 
but you cannot always go into the matter very 
minutely. But if an applicant has lost his teeth, 
digestion, which largely depends upon the teeth, 
suffers, and this becomes an important matter. 
Then judging by the appearance of the patient 
you are asked, “ Do you suspect past or present in¬ 
temperance, or have you heard of such?” Now we 
come to measurements, height and weight, and 
there is a question as to whether it is increasing or 
decreasing. It is very important to know whether 
a man is increasing in weight. I need not say 
very much about height: there is no rule about a 
tall man being a better or a worse life than a short 
man; the great point is as to the relation between 
height and weight. 

Weight. 

And weight brings in the important question of 
obesity. I here exhibit a table on this point; and 
these standards have been arrived at by a consider¬ 
able number of measurements. You can thus get 
some idea of what the man ought to weigh. With 
regard to women I may tell you there are so few’ 
women who insure that practically all the figures 
are based upon men. This is the table :— 


Height. 


Weight. 

1 Chest. 

5 feet 0 inches 

8 stone 

0 lbs. 

33*5 

5 M 1 „ 

8 

M 

4 

34 

5 „ 2 „ 

9 

»> 

0 „ 

35 

5 » 3 „ 

9 

>1 

7 -i 

35'5 

5 n 4 n 

9 


13 M 

36 

5 »» 5 »» 

10 

M 

2 „ 

37 

5 >, 6 p t 

10 

»» 

5 

37’5 

5 „ 7 ,> 

10 

M 

8 „ 

38 

5 „ 8 „ 

11 

M 

1 „ 

38*5 

5 „ 9 

11 

M 

8 „ 

39 

5 », 10 „ 

12 

II 

1 »» 

39'5 

5 .,11 ,, 

12 

»» 

6 ., 

40 

6 „ 0 „ 

12 

II 

10 „ 

40*5 

6 „ 1 „ 

13 

>1 

0 „ 

4i 

What we do is to give 

a margin of 

a 

0 

N 

O 

tO 


cent, on either side, that is to say, before we 
describe a man as obese he has to be 15 to 20 per 
cent, heavier than this standard rate. And, on 
the other hand, we do not consider a man too thin 
unless he is 2opercent. below this weight. Within 


these limits no extra is charged, and we do not 
charge a heavy extra for obesity, although it must 
be admitted that it does burden the organs and 
incapacitates people for exertion, and they are not 
such good lives as those who are not obese. And 
they do not stand illnesses so well as people of 
ordinary build. A very stout person cannot go 
through pneumonia, or peritonitis, or typhoid fever 
so well as a thin man. That has been proved over 
and over again. Otherwise we charge about five 
or ten years extra. This weight means in ordinary 
clothing as the man appears in the consulting room. 
You must remember that obesity limits movement 
and increases vulnerability. I have also put in 
the table roughly the chest measurements, which 
are those of inspiration ; we also take the measure¬ 
ments on expiration. I do not know that they are 
so very important; the chief significance is the 
difference between the measurement of the chest 
on inspiration and expiration. Another measure¬ 
ment which is taken is that of the abdomen at the 
umbilicus, and of course we only do that in males, 
because it would be very awkward to have a woman 
stripped in an insurance office. In some men the 
girth round the umbilicus is greater than that round 
the chest. 

Heart. 

The pulse is most important, and you must note 
not only the rate but also the quality. With regard 
to the heart, you examine that thoroughly, and 
see whether it is natural in size, position and 
impulse, and how far the sounds of the heart are 
normal. Candidates should be examined in both 
standing and sitting postures, and if necessary they 
should be walked up and down the examination 
room, for in this way cardiac murmurs often become 
audible. In the case of cardiac lesions you have 
to consider whether and how r they can be dealt 
with. If you find a man with adherent pericardium, 
which is not very uncommon, with the cardiac 
impulse raised and the apex tilted to the left, and 
in the fourth space instead of the fifth, what do 
you do? You consider whether there is any com-; 
pensation, and the question is exactly how much, 
the heart is encumbered by this adhesion. 
course to detect pericardial adhesions is sometimes 
very difficult, but if you have made up your mind 
it is so, you look to see whether there is compen¬ 
sation by hypertrophy. If it is not so, or if there 
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is very much hypertrophy and the candidate is good 
in every other respect, you put on an extra but not 
a very large one. If you are satisfied that the heart 
is not embarrassed largely by the pericardial 
adhesion you will perhaps put on five years, or 
if the candidate is quite young, seven or ten 
years. Another point of inquiry before going any 
further is the origin of the lesion. If the candidate 
be young, the lesion is generally rheumatic; if the 
candidate is middle-aged, it will be likely to be 
degeneration. Whether the lesion proceeds from 
rheumatism or from degeneration makes the great 
difference in the prospects of the life. So if you 
find a young man with mitral regurgitant disease, 
eighteen or twenty years of age, and there is well- 
marked regurgitant disease, which seems compen¬ 
sated, you can accept him at a fair rate ; that is to 
say, with five or seven years’ addition. But if on 
the other hand you find the same lesion in a man 
between forty and fifty years of age, or fifty and 
sixty, it is worse, and it would be better to reject 
the application. If you do accept him it should 
be with a very large extra. 

Two great points in this connection are the 
age of the individual and the origin of the heart 
lesion. With regard to the lesions themselves, 
I have mentioned mitral regurgitation. Then 
there is mitral stenosis, which is a very risky 
lesion. I never accept mitral stenosis; I am 
afraid to, for they are liable to embolism of the 
cerebral arteries, and death occurs quickly in that 
way. Many such cases have been accepted, but 
as a rule they are not good lives, and it is better 
to keep clear of them. Then we come to aortic 
lesions, and I think that the same rule applies to 
them, as regards origin, as applies to mitral lesions, 
that if it is a case of degeneration you had better 
be without it, but if it is of rheumatic origin you 
may think twice about the life. But remember that 
aortic regurgitation is always an uncertain quantity ; 
there are more sudden deaths from aortic regurgi¬ 
tation than from any other form of heart disease. 
So that is a class which is utterly debarred. With 
regard to aortic obstructive disease or aortic stenosis, 
that is rather better, but still, most of these lesions 
are due to degeneration, so you are better without 
them also. But you get a number of cases of 
simple dilatation of the heart. If there is dilata¬ 
tion there is always some good reason for it, and 
unless there is a definite amount of compensating 


hypertrophy you are best without such cases. 
Every now and then you get a case of simple 
hypertrophy of the heart, but in which everything 
seems to be perfectly compensated, and some of 
those cases may be accepted, of course with extras. 
Still, out of a large number of heart cases, I should 
be very chary in accepting many. The late Sir 
Andrew Clark published accounts of a number of 
heart cases which might have been safely accepted 
for insurance, for he showed how they lived on to 
a good old age. The great mass of those cases 
were of mitral disease, and they began as lesions 
in young men. You must all have come across 
cases of rheumatic fever where young men and 
women get distinct cardiac lesions, and they grow 
out of them in time; and if that person becomes 
a candidate for insurance at the age of about 
twenty-five or thirty you may not be able to find 
any trace of the lesion remaining. Over and over 
I again I have seen people that I have attended, in 
whom the diagnosis of mitral disease has been 
' made, and I have seen them in after life climbing 
j mountains, and without there being any trace of 
! the former trouble. So you must allow for the 
possibilities of these patients growing out of their 
! lesions. But if cardiac lesions come on after forty 
or fifty years of age they have to be taken into 
consideration in the policy. 

Blood-Vessels. 

Then you must examine w'ell the condition of 
the blood-vessels. If you look carefully at some 
of these middle-aged men you will find sinuous 
temporal arteries and signs of atheroma. These 
indications are towards rejection of the candidate. 

Chest Examination. 

Then we come to a very important thing, 

| namely, the condition of the lungs. You have 
to make a thorough examination. You may 

accept candidates who have perhaps a few old 
lung adhesions. I should not mind even con¬ 
solidation of the base of one lung, but anything 
which makes you suspect tubercle should be 
; a cause for the rejection. Emphysema is a 
j very difficult question in life insurance. I 
think you may accept some cases of emphysema, 
such as those arising from asthma. If there is 
chronic bronchitis, or a suspicion of tubercle—and 
f many cases of emphysema are old tubercle—reject 
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them. You will also note in regard to the chest 
whether it is mobile and expands fully. You will 
then answer the question on the form : “ Do you, 
as a result of your physical examination, detect 
any signs of consumption or any other diseases of 
the organs of respiration ? ” 

Organs of Digestion. 

Next we come to the digestion. The great 
thing is to look well at the tongue, examine the 
liver and spleen, and so forth, and see if the 
abdomen is all right and that the bowels act 
properly. Hernia I have referred to, and I have 
said how we treat it from the insurance point of 
view if the applicant is wearing a truss. 

Genito-Urinary System. 

Now we come to a most important subject, 
the examination of the urine. You will ask the candi¬ 
date whether he passes his water easily, whether 
he has stricture, and if he is an old man, whether 
there are signs of prostatic trouble. You have 
to get the patient to pass the urine in your 
presence; there is no way out of it. All sorts 
of fraud have been practised in this connec¬ 
tion. I remember in the discussion on a paper 
on albuminuria which Dr. Poore read at the 
Life Insurance Medical Officers Association, he 
stated he put a candidate on one side behind a 
screen to pass water, but as he thought he heard 
something strange going on, he looked round the 
screen and saw the candidate produce a bottle of 
urine and pour it into the utensil. It was not his 
urine at all, but somebody else’s which he had 
brought. You have to look out for all these forms 
of fraud, and the great difficulty in regard to the 
urine is with regard to women, because you cannot 
very well remain in the room while the lady is 
passing water. Of course, a very simple thing is to 
notice whether the urine which is passed is warm. 
It is very common for a man, and especially for a 
woman, to bring a bottle and say to the examiner, 
“ This is my urine which I passed this morning.” 
But I say, “ How do I know it is ? ” I tell them 
there is nothing else to be done; they must go 
behind the screen, and I will leave the room 
whilst they pass water. All insurance offices insist 
upon that, because they have had losses from 
Bright’s disease, and you cannot deal with the 
matter unless you examine the urine. You know 


the tests upon which we ordinarily rely for albu¬ 
minuria. It is chiefly the boiling of the urine with 
; nitric acid or else the cold nitric acid test. I have 
never known equal volumes of cold nitric acid and 
urine fail in detecting albumen when it was present. 
With regard to sugar in the urine, as a rule Fehling’s 
solution test is excellent. But if you have any doubt, 
then try the phenyl-hydrazin test which Dr. Hector 
, Mackenzie kindly drew my attention to, which is 
as follows :—Take a test tube, and put about half- 
an-inch of this salt and half-an-inch of acetate of 
| soda, and add about as much again of urine as 
the whole of this volume, and then boil for a 
| couple of minutes and then let it stand. If sugar 
| is present you get needle-shaped crystals of phenyl 
glucosazone, which are of a bright yellow colour, 
and of rather stellate form. You can perceive the 
I crystals with the naked eye, but if you want to see 
, the crystals properly you should put them under 
a microscope. But there is an acid which some¬ 
times, but rarely, occurs in urine, and it is in 
people who have taken morphia or chloroform 
largely. It is called glycuronic acid. And that 
might complicate matters. In those cases the 
only thing to be done is to take some of the urine 
home and try the fermentation test. But in most 
cases, if you simply add the Fehling solution 
I properly and boil well, the sugar will reduce the 
! cuprous oxide. 

You will see that the medical examiner has a 


good deal to do, but there is nothing to prevent 
you coming to a clear idea of the prospects of the 
man’s life. I have had prepared a few tables for 
1 exhibition which will tell you some interesting 
! facts. This first table shows the death-rate in the 


various States. You will see that the death-rate 
has been falling in Ireland and Scotland, and in 
the United Kingdom generally. Denmark shows as 
an exceedingly healthy country, but I cannot say 
that it is because there is no or very little alcohol 
consumed there, because the Danes are rather 
fond of liquors. But there is this to be remem¬ 
bered, which applies also to Norway and Sweden, 
and that is, that there are few really large towns in 
I these countries, and that climatically they are all 
very healthy countries. You will notice that Austria 
has quite a high death-rate. Compare our death- 
rate of 177 with the Austrian 25*6, and Hungary’s 
is even worse at 2 8'4. I am glad to show you that 
our country comes out remarkably well among the 
big countries. The Germans do not come out so 
well. I think you will admit it is a very interesting 
table. 
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States. 

Average! 
of 35. j 

187a. 

| 1881. 

1891. 

1897. 

United Kingdom 

196 

209 

187 

20*0 

177 

England and Wales . 

19*8 ! 

21‘3 

18-9 

20’2 

17'4 

Scotland . 

20 0 j 

22’3 

19 '3 

207 

187 

Ireland 

181 

i8 # 1 

17*5 

184 

184 

Denmark . . . 

18*8 . 

18*4 

184 

200 

16 6 

Norway . 

168 ' 

166 

168 

17*5 

I 5‘4 

Sweden 

i 7'3 i 

163 

177 

i6‘8 


Austria 

29 9 

327 ; 

| 30 6 

28’2 ! 

256 

Hungary . . .1 

35*4 

42-4 

344 

33 '1 

284 

Switzerland 

217 

223 

22'6 

20 6 s 

183 

German Empire 

25-2 ; 

29 0 

1 25-5 

23'4 

213 

Prussia 

249 

293 

! 249 

229 

20'9 

Netherlands 

21*8 

259 

1 21*5 

207 

169 

Belgium . 

21 *0 1 

23 2 

i 20 9 : 

210 

172 

France 

22'6 

220 

22"0 

22*6 

19-6 

Italy . 

278 

307 

' 276 

j 26 - 2 

221 


I now show you a table of expectation of life 
compared in the different countries. It is very 
curious that the Americans should be better than 
we are, but certainly they do come out witji a 
higher expectation. There is a comfort in the fact 
that we eclipse any other European country. The 
French surpass the Germans. 

Result of Insurance Offices compared.—Complete 


Expectation of Life. 


Age. 

American. 

British Om, ao 
0 dices. 

German, 33 
offices. 

French. 

20 

42-119 

42 ’IOI 

29683 

41839 

25 

38 806 

38*382 

36401 

38193 

30 

35332 

34726 

32886 

34382 

35 

3 <784 

31051 

29*329 

30584 

40 

28'177 

27389 

25798 

26833 

45 

24537 

23778 

22 345 

23 ''75 

5 ° , 

20*912 

20271 1 

18964 

19659 

55 

17*400 

16926 

15770 

' 6-344 

60 ; 

14098 

13808 

! 

12 848 

13287 

The 

next table on the 

wall deals 

with the 


questibn of expectation of life in males and females 
in British and French offices, which is decidedly 
in favour of the British. 


British. French. 


Age. 

1 Males. 

1 Females. | 

Males. 

j Females 

50 

2088 

24-25 j 

2062 

23*47 

55 

1788 

2067 | 

17*50 

1988 

60 

H ‘77 

16 98 

14*35 

1624 

65 

11-92 

1 I 3'54 

11-46 

1289 

70 

930 

1 1051 

8-81 

9-88 

75 

703 

7*81 

6-68 

7*40 

80 

5*21 

5*67 

490 

5*40 

85 

385 

411 | 

370 

4 *i 1 


We can therefore claim that our habits of life tend 
to greater longevity than those of other nations. 


APPENDICITIS AND ITS 
COMPLICATIONS OF ABSCESS 
AND FISTULA. 

By EDRED M. CORNER, B.Sc.Lond., M.A., M.B., 
B.C.Cantab., F.R.C.S.Eng., 

Surgeon to Out-patients, St. Thomas's Hospital, and 
Assistant Surgeon to the Hospital for Sick 
Children, Great Ormond Street; Erasmus 
Wilson Lecturer to the Royal 
College of Surgeons. 

Gentlemen, —In this lecture I propose to bring 
forward examples of the action of micro-organisms 
in producing gangrene or necrosis of the gut. It 
is, of course, difficult to be quite sure that such an 
activity is entirely independent of any interference 
with the blood supply. But as we are thoroughly 
conversant with the action of such micro-organisms 
to produce boils, carbuncles, and so forth, on the 
exterior of the body, it seems scarcely necessary to 
invoke the additional aid of a vascular lesion when 
considering the internal surface. An acute infective 
necrosis or gangrene will be most familiar to you 
in appendicitis ; we will consider it first, though I 
hope to impress upon you the fact that the patho¬ 
logical process is, in all probability, the same 
whether it is in the appendix, the stomach, the 
duodenum, the aecum, the rectum, strangulated 
herniae, or elsewhere. That is to say, it is a necrosis 
of the walls of the gut, due in the main, or 
entirely, to the action of micro-organisms. 

The first problem to consider is, Why is it that 
the site of the appendix is so especially selected 
by the process ? 

In order to bring this more clearly before you, a 
short incursion must be made into that much 
neglected region, the physics (not the chemistry) of 
digestion. Food is first reduced to a more or less 
broken up and pulpy condition in the mouth, in 
which state it enters the stomach, where it is 
further fragmented by the action of hydrochloric 
acid, pepsin, and churning muscular movements. 
The casein of our primitive natural food, milk, is 
precipitated and also fragmentated. The pylorus, 
the smallest portion of the alimentary canal, allows, 
or should allow, no large pieces to pass into the 
duodenum. The work of the stomach may be 
j regarded as chiefly, if riot entirely, preparatory to 
I chemical digestion and absorption by fragmentating 
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the food. The more perfect the work of the 
stomach, the more completely will the food be 
reduced to a molecular condition, and consequently 
the more perfectly will it be adapted for the 
chemical action of the bile and pancreatic secre¬ 
tions. The twenty odd feet of the small intestine 
will be given over to these chemical changes and 
the absorption of the nutriment. The food has 
now reached the ileo-cjecal valve, and it is the duty 
of that sphincter only to allow water and indiges¬ 
tible dlbris to enter the caecum. Our ancestors 
had large caeca, in which the debris was dried by 
the absorption from it of water, and possibly any 
nutritious matter left. It is of obvious advantage 
to excrete solid and not liquid dejecta. To this 
end, amongst others, has been directed the secretion 
of mucus by the glands of the large intestine ; 
which structure has also been adapted for the end 
of passing onward of solid or semi-solid faeces, the 
most obvious modification being the aggregation 
of the fibres of the longitudinal muscular coat into 
the three bands the tieniae muscularis. 

I should like to call your attention to the 
similarity in the physiology of the pylorus and the 
ileo-caecal valve. The former is the portal between 
fragmentation on the one hand and chemical 
digestion on the other; the latter stands between 
chemical digestion and specialised absorption on 
the one hand and mere straightforward absorp¬ 
tion of water on the other. Professor Arthur 
Keith, on anatomical grounds, has pointed out in a 
recent communication the homologies between the 
pylorus and the ileocaecal valve (‘Proc. Anat. 
Soc.,’ 1903). 

But I wish further to direct your attention to 
the semi-fluid material which is passed through the 
ileo-caecal valve from the small intestine into the 
caecum. The latter is not adapted for the passing 
on of fluid by peristalsis ; it is too large and thin- 
walled to contract sufficiently, unless it is tightly 
distended. Again, in man, gravity will work 
against it. As a result the fa;ces must remain in 
the caecum until the absorption of fluid and the 
deposition of mucus have rendered them of the 
proper consistency for transmission along the large 
intestine. Hence, it is easy to see why the 
caecum is so often the most capacious part 
of the large bowel, and why at operations 
surgeons so frequently find it distended out of 
all proportion to the rest of the alimentary canal 


! 

1 

I 

I 


when the bowels are full of fluid. Just as there 
is a natural “ rest ” for food in the stomach, so 
is there another in the caecum, and in both the 
contents are prepared for their course in the next 
region of the alimentary tract. 

To turn to the pathological significance of this 
pause or faecal rest, it will be seen at once that, 
as a consequence, the caecum will be the breeding 
ground of bacteria, par excellence , of all parts 
of the intestine. The enumeration of the colonies 
from different parts of the alimentary tract by 
Cushing and Livingood, Lorrain Smith and others 
bears this out, and has proved that colonies of 
bacteria are more frequent here by hundreds and 
thousands, even after a period of starvation, than 
in any other part of the intestinal tract. And it 
is only to be expected that this difference will 
show manifold increase when food is taken. 
It is now easy to understand why Nature has 
given so large a quantity of the protective 
lymphoid tissue in this region, to which the 
appendix is an intestinal “tonsil,” an index of 
the fermentive processes which are going on 
within the caecum, a culture-tube for the bacteria 
therein contained. 

The existence of this faecal pause or rest in 
the caecum is exemplified not only by the 
frequency of the inflammation, or invasion of 
the appendix by bacteria, but also by the 
frequency with which tuberculosis and actino¬ 
mycosis of the alimentary tract affect this 
region. The occurrence of inflammation in the 
appendix will, almost of necessity, impair the 
efficiency of its muscular contractions or peris¬ 
talsis to expel its contents, the organ, in conse¬ 
quence, becoming an inert culture-tube for the 
organisms of the caecum. And hence the 
extreme frequency of subacute or chronic appen¬ 
dicitis, a disease of infective origin. 

Having pointed out the probable causes which 
predispose the appendix to frequent bacterial 
invasion, there is no need to enter into the various 
forms of appendicitis, except, perhaps, to point out 
that the action of micro-organisms is probably at 
the root of all the attacks of inflammation of this 
organ. In cases in which the appendix has 
sloughed on account of an acute infective necrosis 
or gangrene the part affected is almost invariably 
the terminal portion. The usual explanation given 
is that the tip has no mesentery and therefore no 
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direct blood supply. Though this is a factor it 
must also be pointed out that the terminal part is 
that portion which is least efficiently emptied by 
peristalsis, and therefore that in which bacteria 
may grow undisturbed, and also presumably the 
region most liable to be severely attacked by them. 
Vascular lesions must be almost invariably 
secondary to the action of micro-organisms. 

It does not often come within the surgeon’s 
experience to have sufficient opportunities to 
estimate the approximate time required for the 
appendix to become perforated or gangrenous. 
Unfortunately, the cases are only recognised as 
requiring surgical aid after the gangrene has 
occurred. I have had opportunity to operate upon 
some acute cases within 24 to 36 hours after the 
onset of the illness, and have found the appendix 
perforated or gangrenous within that time. In 
two cases, as the infection was from the lumen or 
interior, the whole mucous membrane was a 
necrotic slough within twenty-four hours of the 
onset, whilst the outer coats were but little affected. 

There are not many problems with regard to the 
pathological changes in the appendix to put before 
you, as every severe attack is an acute infective 
necrosis of the bowel, but the spreading of this 
necrosis is one which has not received sufficient 
attention. 

The most instructive way in which this subject 
can be introduced to you is by a discussion on 
intestinal suturing. It stands to reasonable 
explanation that surgeons should not have the 
opportunity of studying the spreading character of 
the disease, as their observations are largely 
confined to the time of operation, and their chief 
interest is naturally in the successful recovery of 
their case. As a* consequence the subject of the 
spread of the necrosis, which is always fatal, has 
never been adequately studied. In my paper in 
the ‘St. Thomas’s Hospital Reports,’ 1900, vol. 
xxix, p. 349, a case was quoted in which a boy of 
fourteen years of age was operated on for appendi¬ 
citis with diffuse peritonitis; the gangrene or 
necrosis, which had started in the appendix, had 
extended on to the caput coli for about half an 
inch. This portion of the caput coli was resected 
apparently freely and sutured. At the post mortem, 
thirty hours later, it was found that the infective 
necrosis had extended further up the caecum, and 


This was the first case that led me to believe 
that it was infection or sepsis which was the cause 
of the so-called leaking of an anastomosis. The 
stitching which unites two segments of the alimen¬ 
tary tract must of course be water-tight. But 
further, they must not become septic, whether 
infected from within the bowel or from some fault 
of the surgeon. The line of suturing which unites 
the mucous membranes will in almost every case 
become septic from and be discharged into the 
lumen of the bowel. But, it should last long 
enough to protect the second line of suturing, and 
so allow the gut to become firmly united before the 
first innermost stitching gives way. 

In doing an anastomosis do surgeons see that 
the edges of the mucous membrane are as nicely 
coapted as they do the skin edges ? Infection 
from the bowel must be almost universal in the 
stitches inserted in the mucous membrane. The 
function of the first line of sutures is to protect 
the second for a sufficient length of time to allow 
of firm union. 

It does not appear to matter whether a con¬ 
tinuous or an interrupted suture is used, provided 
that the first line of suturing is water-tight, it is 
sepsis rather than imperfections in stitching which 
causes the failures of anastomosis. Continuous 
sutures have in their favour the fact that they are 
more quickly inserted and give more uniform and 
perfect coaptation of surfaces, but if either the 
continuous or the interrupted suture becomes 
septic, failure will result. 

In 1901 I successfully sutured a perforated 
duodenal ulcer in a man who died of intestinal 
obstruction six to seven months later. At the post 
mortem I made a most careful examination and 
found only three or four stitches present; whilst at 
the operation it had been sutured with three rows 
of four to six sutures in each (silk). Almost all of 
these had been shed. 

As yet I have never had the opportunity of 
examining post-mortem cases of my own in which 
an anastomosis had been made successfully. I am 
happy to say that the subjects are still alive. But, 
if one looks at the figures in the communication of 
Mr. C. A. Ballance and Mr. Walter Edmunds to 
the Pathological Society, 1896, several illustrations 
are given in which the first layer of sutures were 
discharged into the interior of the bowel. Stitches 


that the stitches had cut through. 


! in the alimentary tract are exactly the same as 
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those elsewhere, say in a hernia, in that, if clean or 
aseptic, they hold well; but if septic, as they are 
much more likely to be, failure will result. 

Appendicitis in hernia sacs .—While examining 
with Mr. Spurrier the conditions under which the 
appendix may exist in a hernia sac, two or three 
cases were found in which that organ had become 
gangrenous, and the necrotic process had spread 
to and involved the caecum (‘ St. Thomas’s Hospital 
Reports,’ 1902). 

Appendicitis and fcecal or intestinal fistula .—The 
necrotic or gangrenous process may spread to 
other structures than the caecum, as was discovered 
when an attempt was made to remove the appendix 
at the same time as the appendix abscess was 
opened. In sixteen cases in which it was removed 
in this way opportunity was obtained for observa¬ 
tions on the results of the infective necrosis of the 
appendix on the contiguous viscera. The observa¬ 
tions shed a very important light upon the origin 
and occurrence of faecal fistulae, and as these are 
the results of the extension of the acute infective 
necrotic process, I will briefly refer to notes of 
some of the cases. 

Case i. —Appendicitis,local abscess, faecal fistula 
which closed spontaneously. E. R—, a female, 
aet. 18 years, was operated upon on September 1st, 
1901, for an appendix abscess, which had withstood 
considerable medical treatment. When the 
abscess was opened the distal half of the appendix 
presented in the pus, having sloughed off. The 
proximal half was adherent to the ileum, the walls 
of which, at the point where the necrosis of the 
appendix had taken place, were also sloughing and 
rotten, so that any attempt to remove the proximal 
part of the appendix would have resulted in the 
complete tearing across of the ileum. The wound 
was packed with gauze and partially closed. A 
faecal fistula resulted, which closed spontaneously 
in ten days. 

Case 2. —Appendicitis, local abscess, faecal 
fistula, and spontaneous closure. A. R—, female, 
aet. 48 years, was operated upon on July 17th, 1902, 
for appendix abscess. A similar necrotic portion 
of the ileum was found, which led to the formation 
of a faecal fistula when the slough separated. 
Spontaneous closure occurred in “a few days.” 

Case 3. —Appendicitis, abscess, necrosis of wall 
of caecum, faecal fistula and spontaneous closure. 
A. D—, female, aet. 17. Operation July 14th, 




1 


1902. The gangrenous appendix was found 
adherent to the wall of the caecum, which was also 
necrotic. This led to the formation of a faecal 
fistula, which closed spontaneously. 

Case 4.—Appendicitis, abscess, necrosis of ileum, 
faecal fistula and spontaneous closure. A. S—, 
female, aet. 16. Operation June 26th, 1901. The 
perforated appendix was apposed to a piece of 
sloughy ileum. It is very noteworthy that the 
necrotic or gangrenous process was much more 
extensive in the ileum than it was in the fons et 
origo mail , the appendix. The fistula, after “ some 
time ” closed spontaneously. 

These four selected cases demonstrate clearly 
that the necrotic process in the appendix does 
spread to the neighbouring coils of bowel, and if 
the above are of anything more than mere indica¬ 
tive value, three times as frequently in the small 
bowel as in the caecum. These cases also suggest 
that the faecal odour, so often noticed in the dis¬ 
charge from an appendix abscess about the second 
or third day, is due to the formation of a small 
fistula probably in connection with the ileum. 
The presence of such fistulae was entirely over¬ 
looked until improvements of technique enabled 
us to explore abscesses without infecting the rest 
of the peritoneum. 

A fifth case suggests a similar origin, i.e. small 
bowel, but as nothing was actually seen, it cannot 
be proved. The case is, however, well worthy of 
record for another reason. 

Case 5.—Appendicitis, abscess, second abscess 
on the left side of the abdomen, with resulting 
temporary faecal fistula. (This case was seen with 
Dr. Sayres, of Woodford.) E. M—, female, aet 
16. Operation for appendix abscess, November, 

1903. A fortnight later a second abscess was 
opened in the left iliac fossa, and a concretion 
removed from the nearly healed track of the first 
Four days after the second operation, and on the 
left side, she developed a faecal fistula, which healed 
spontaneously in a few days. This faecal fistula in 
all probability arose from the necrosis or gangrene of 
part of the wall of the small bowel in the second 
abscess. 

Besides these cases I have operated upon three 
subjects of persistent faecal fistula which resulted 
from appendicitis. I give brief notes of these. 

Case 6.—Appendicitis, abscess, persistent faecal 
fistula, second operation, closure of opening in the 
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small bowel, appendicectomy, recovery. W. J. J—, 
male, aet 7. First operation for abscess, November 
21 st, 1901. A necrotic corl of small bowel was 
adherent to the abdominal wall. Persistent faecal 
fistula, probably fairly high up in the small intes¬ 
tine, as it caused much irritation and excoriation 
of the surrounding skin, with loss of weight. March 
2nd, 1902, the fistula was successfully excised and 
the bowel closed by an enteroplasty. Recovery. 

Case 7.—Appendicitis, abscess, persistent faecal 
fistula, second operation, closure of the small 
bowel and removal of the appendix. Recovery. 
B. P—, male, aet. 8. First operation March 3rd, 
1901, for an abscess. Persistent faecal fistula. 
Second operation, March 27th, 1902. Fistula 

found to be connected with the ileum about eight 
inches from the caecum. Recovery uneventful. 

Case 8.—Tubercular appendicitis, abscess, per¬ 
sistent faecal fistula, second operation, closure of 
caecum, appendicectomy, recovery. W. P—, male, 
aet. 26. Admitted to St. Thomas’s Hospital for a 
faecal fistula. An abscess had been incised three 
months previously. Operation March 27th, 1902. 
The fistula communicated with the caecum, and i 
had arisen from a tubercular appendicitis, which | 
had involved the proximal part of the appendix 1 
and sloughed a hole into the caecum. Recovery, I 
but death from acute pneumonic phthisis within a 
year. 

In seven cases of faecal fistula actually examined 
five were connected with the small bowel, two 
with the caecum, and a further one in all proba¬ 
bility arose from sloughing of part of the wall of 
the small bowel. Not one arose from imperfect 
closure or an appendix stump, as is popularly sup¬ 
posed to be their origin, although in sixteen cases ! 
the appendix was successfully removed at the same j 
time that the appendix abscess was opened. ' 

I would like, yet again, to insist on the great 
frequency of temporary faecal fistula in connection 
with the small bowel in cases of suppuration 
about the appendix, and that these are due to 
an extension to contiguous coils of bowel of the 
necrotic process which began in the appendix. 
Dr. O’Connor of Buenos Ayres, in the Lancet of 
August 16th, 1902, reported a case of recurrent 
appendix abscess which led to perforation and 
necrosis of five inches of an adjacent coil of ileum. 
Dr. O’Connor successfully resected and united the 
bowel. 


The frequency of appendix abscess and its 
relation to fee cal or intestinal fistulce .—Before 
leaving the subject of the formation and fre¬ 
quency of faecal fistulae consequent upon appendi¬ 
citis, I must refer to a condition which arises 
from it as a corollary. The fistulae originate in 
local infective necrosis or sloughing of the wall 
of a contiguous coil of bowel, usually the small 
intestine. In the cases I have quoted the fistu¬ 
lous communication would have formed whether 
the abscess had been opened or not, and had 
the abscess not been opened the fistula would 
have been an internal and not an external one 
—in other words, the abscess would have dis¬ 
charged into the bowel. 

I believe every case of appendicitis is intimately 
dependent, in most instances primarily and in the 
others secondarily, on the action of septic micro¬ 
organisms. This being so, abscess formation must 
be common, yet only 18 per cent, of appendicitis 
cases had localised abscesses in a series at St. 
Thomas’s Hospital. The natural conclusion must 
be that these abscesses are often discharged into 
the bowel and are not noticed; whether this occurs 
via the appendix or by means of the formation of 
an internal faecal fistula cannot be said. Judging an 
appendix case by the ordinary clinical experience 
of events when sepsis is present, it may be affirmed 
that in every case of appendicitis in which the 
temperature remains up more than four days pus 
is present. In most instances the abscess dis¬ 
charges internally and disappears. To show that 
this disappearance is not always complete and the 
evacuation adequate I will relate an illustrative 
case. 

In the cases of faecal fistula which have been 
related it was shown that in six out of eight the 
communication was with the small bowel. This I 
believe to be so in the following instance, because 
after the discharge of the abscess two spontaneous 
stools were passed—the first normal in colour and 
consistence, the second copious, loose, slimy, and 
offensive. 

The patient was a girl, aet. 13, whom I saw with 
Dr. Roger-Smith, of Hampstead. She had had at 
least one previous attack of appendicitis, and was 
now suffering from an acute one consequent on 
measles. On the fourth day the temperature fell 
j to normal and the general symptoms subsided. By 
| the eighth day the temperature had risen again to 
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102’6°, and an ill-defined mass was apparent in the 
abdomen, the girl again becoming ill. We met | 
next morning to incise the abscess, but (i) the ; 
temperature had come down to between 99 0 and 
ioo°; (2) the patient was much better in herself; 

(3) the abdomen was less tender and painful; 

(4) the mass in the abdomen, which had hitherto 
been ill defined, was now easily outlined and 
handled ; (5) there had been a sudden cessation of 
pain followed by the passage of two spontaneous j 
stools with tenesmus, the bowels hitherto having ' 
been confined. The first stool was more or less 
normal, the second copious, loose, slimy, and 
offensive. No operation was performed. In a few 
days, however, it became imperative to open the j 
abscess, a temporary faecal fistula resulting, as was ! 
expected. The convalescence was without incident, j 
Had the signs of the discharge of the abscess into 
the bowel been less definite the case would have 
been regarded as one of non-suppurative appendi¬ 
citis. 

In 1901 I lost a case of Dr. Cullingworth’s 
whilst removing an appendix during an interval 
between attacks. Unfortunately, I overlooked a 
perforation of the caecum which had resulted from 
an apparently non-suppurative attack of appendi¬ 
citis. Since then, during a similar operation, I 
have deliberately sewn up a perforation. ,The 
presence or persistence of such internal fistulae is 
of distinct importance in doing even a simple 
removal of the appendix in a quiet interval. 

Intestinal abscesses in connection with appendix 
abscesses. —It usually happens that when an 
appendix abscess discharges into a hollow viscus it 
clears up completely. But one must also remember 
that the opening may be insufficient to completely 
evacuate all the pus and the cure be imperfect. 
Again, the same opening which allows the passage 
of pus into the intestines will also allow intestinal 
contents to enter the abscess cavity. The 
recrudescence of the signs and symptoms of the 
abscess after its internal discharge are due to 
the formation of an abscess from the intestinal con¬ 
tents rather than to inflammation of the appendix. 
This I believe to have been so in the case of the 
girl I have just quoted. 

It may be said that the first abscess was an 
appendix abscess, and the second an intestinal 
abscess. The character of the pus may indicate 
such an origin. That of the intestinal abscess 
would seem to be thinner, browner, and not so 
offensive; that of the appendix abscess thicker, 


yellower, and more offensive. Considering this, it 
seems tempting to suggest that many appendix 
abscesses by the time they are reopened contain 
intestinal contents. For all surgeons must have 
consciously or unconsciously noted differences in 
the pus evacuated therefrom, such as the olfactorily 
obviously varying degrees of intensity of smell. We 
all know that small intestine gases need not be, 
and usually are not, offensive, though they may 
easily become so in an appendix abscess. In this 
way an explanation of the clinical phenomena so 
often noticed may be offered. 

The removal of the appendix after the occurrence of 
an abscess .—A few years ago Mr. Battle brought 
forward some cases supporting his contention that 
the appendix should be removed after an abscess 
formation. That this should be done is not con¬ 
ceded by all surgeons. Yet these same surgeons 
unhesitatingly advise the removal of the appendix 
after a severe attack of apparently non-suppurative 
appendicitis. Judging by the ordinary clinical 
sequence of events in a septic case, if the tempera¬ 
ture remains up on the fourth day of the attack of 
a disease like appendicitis, which is due to septic 
| micro-organisms, suppuration will be present 
I Therefore these surgeons have removed numbers 
I of appendices in cases in which suppuration has 
I occurred, their practice being unconsciously at 
variance with their teaching. But, of course, 
they have meant that the appendix should not be 
removed in cases of obvious or apparent suppura- 
| tion with the formation of an abscess so obvious as 
! to have led to its incision. The question, then, 
becomes purely one of the degree of suppuration 
which is necessary to destroy the appendix. This 
degree we do not know how to recognise. And it 
seems just as illogical not to advise appendicectomy 
after obvious suppuration as not to urge it after a 
severe, though apparently non-suppurative, attack. 

| Those who have operated and removed the appen¬ 
dix after or during abscess formation know quite 
well that the pathological process, acute infective 
necrosis, does not often destroy the appendix, but 
leaves that organ just as ready for further attacks as 
| it was before. Where, then, is the logic of the 
position that obvious suppuration removes all vice 
from an appendix ? Whilst if that suppuration is 
not obvious, the same organ is fujl of vicious 
potentialities and must be removed. 

A person who has had an appendix abscess is 
for practical purposes just as liable to further attacks 
as one who has had a severe attack of appendicitis 
without apparent suppuration; some have further 
attacks, some do not. But we cannot discriminate 
1 who will be affected and who will not until the 
further attack occurs. Therefore this position 
should be put before people, and advice in favour 
of the safer course, appendicectomy, given, just as 
is done after a severe apparently non-suppurative 
attack. 
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SOME COMMON ERRORS 


IN 

DIAGNOSIS AND TREATMENT OF 
DISEASES OF THE PHARYNX, LARYNX, 
AND NASO PHARYNX. 


By DUNDAS GRANT, M.A., M.D., F.R.C.S. 


Gentlemen,— There are several reasons for our 
making errors and for our observing the errors 
that other people have made. Very often a 
disease changes in aspect and makes itself 
very clear by the time the second observer 
has it under his notice. This is, of course, the 
great “ pull ” the consultant has, as he is very often 
not called in until the disease has more or less 
declared itself. It is, therefore, incumbent on the 
second observer to realise the difficulties in which 
the first one has been placed. 

Probably there is no disease which is more 
likely to escape notice than carcinoma of the 
oesophagus at its early stages, and later on, when 
the opportunity is more favourable, someone finds 
that the onset of this formidable disease has* 
been overlooked. I think that this is the one in¬ 
stance in the whole range of medicine in which 
an early diagnosis is perhaps undesirable (unless, 
indeed, we have in radium a local treatment for 
carcinoma of the oesophagus in an early stage, 
such as we never had before), because I can con¬ 
ceive of nothing more distressing to a patient than 
to know that he is probably the subject of this 
disease for which nothing radical can be done. 

There is another reason for error : Our first 
impressions are not easily eradicated. This is con¬ 
stantly the case with disease in any part of the body. 
We see an early stage of what seems—it may be— 
simply a neurosis, or which may look like a simple 
inflammatory condition ; we see it going on almost 
from day to day and then something wakes us up 
to the fact that it is really malignant disease and 
has been so all the time; it is difficult to throw 
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off the first impression, though probably someone 
else would have no difficulty in diagnosing it. 
We have always to be ready to revise our opinion, 
although it is difficult to do so—whether from a \ 
sort of laziness which is natural to the human j 
mind, or disinclination to depart from first I 
decisions—but our not doing so will frequently j 
lead us into mistakes. 

I shall recount to you a few of the more com- I 
man errors in connection with diseases of the | 
pharynx, larynx, and naso pharynx, without in the 
first place trying to analyse under which class of 
error the mistake comes, or to say by which class of 
cause we have been led to make it. 

The Pharynx. 

In the pharynx the acute forms of pharyngitis 
lead us into constant difficulty ; for instance, many 
different forms of disease are mistaken for diph¬ 
theria. Quite recently I have seen a case of 
unmistakable specific disease of the tonsils in which 
I believe the right tonsil is the seat of the primary 
affection, which has been taken to be diphtheria ; 
the diagnosis is now perfectly clear. We were 
unable to make out the original source of the 
infection, but we ought to be prepared for specific 
inoculation taking place in the tonsil under most 
obscure circumstances; no social history need 1 
prevent us from thinking of that possibility ; we 
know how glass-blowers get infected by passing 
the tube from one to another. I have seen a case in 
which a young woman, who worked occasionally 
as a nurse, was infected in the tonsil through 
sucking the feeding-bottle of an infant suffering from 
mucous patches in the throat and mouth. If this 
is kept well before the mind, the mistake is not 
likely to be made. The primary specific lesion is 
of course not nearly so common as the secondary 
one; the primary one has been mistaken and the 
secondary one much more often. There is no ' 
striking rise of temperature in diphtheria; in 
point of fact, if the constitutional disturbance tends 
towards depression, without rise of temperature, 
there is all the more reason for thinking the disease 
is the Klebs-Loeffler diphtheria; if there is rise of 
temperature in diphtheria, the probability is that it is j 
combined with streptococcic infection. 

lacunar tonsillitis is sometimes mistaken for ! 
diphtheria, but in that there is an exudation con¬ 
fined to the lacuna;, while in diphtheria it extends , 


very often over the soft palate and on to the uvula, 
a condition not seen in ordinary acute lacunar 
tonsillitis. If, in acute tonsillitis, the exudation is 
extensive and overflows the lacunse, it can generally 
be wiped away perfectly well. 

There is one form of lacunar tonsillitis which is 
very apt to be misleading. On looking at a tonsil 
straight in the face (which we do not very often do), 
there is seen towards the upper part an obliquely 
situated hollow. A tonsil, when removed by the 
guillotine, will almost invariably show a well- 
marked pocket, described first by Tortual ; in this 
there are a number of crypts; this hollow exists to 
a certain extent in all tonsils ; in some, however, 
it is very large, and when lacunar tonsillitis affects 
a number of lacunae in that hollow, the appearance 
is of a deep excavating ulcer, which looks very 
alarming, but when the exudation is wiped away 
we can see that we have to deal with the physio¬ 
logical fossa in the tonsil itself. This is a source 
of error which would be more often made if this 
abnormally large recess in the tonsil were more 
common. 

Again, there is another disease which is con¬ 
stantly being mistaken for diphtheria or for syphilis 
—the so-called pharyngo-mycosis, or keratosis ; 
by some it is called “pharyngo-mycosis lepto- 
thricia,” because in most cases the leptothrix is 
found. In the crypt of the tonsil there is a little 
pointed yellow sprout, wTiich looks very much like 
acute lacunar tonsillitis, the difference being that 
it is extremely acuminate and does not consist of 
exudation but of hypertrophied cornified epithelium, 
more like very pointed corns or warts. In a section 
there can be seen, inside the crypt, a mass made 
up of layers of cornified epithelium. This con¬ 
dition is sometimes very well marked on the base 
of the tongue, and also in the follicles of the 
pharynx. This disease is very harmless, and is 
perhaps more troublesome from the fact of its 
being found out than from its being there. It is 
very important to be able to recognise it at once; 
I have known it mistaken for specific disease of 
the throat by a very high authority. 

Occasionally tuberculosis shows itself upon the 
pharynx. I have seen a case in which I believed an 
ulcer upon the tonsil, by exclusion, must have been 
a primary specific lesion: there was some enlarge¬ 
ment of glands, and—a source of bias one has to 
avoid—I had just seen several cases of primary 
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specific affection of the tonsil, so that when I saw 
this one I could not shake off the bias altogether, 
and thought it was such. It turned out eventually 
to be localised tubercular infection; at a later 
stage its nature was discovered and it was success¬ 
fully treated and eradicated. 

There is another very common disease of the 
throat, namely, peri-tonsillar abscess, in which the 
patient has difficulty in opening the mouth. This 
is usually diagnosed correctly, but sometimes the 
mistake is made of taking a sarcoma for a peri¬ 
tonsillar abscess. At the time when sarcoma has 
not yet fungated, it presents a red appearance, and 
at the first glance might lead to the idea that 
it was a peri tonsillar abscess ; if an incision were 
made, the result would of course be a disappointing 
one, and the nature of the case would later become 
quite clear. I may say that, although it is sup¬ 
posed that sarcoma does not give rise to enlarge¬ 
ment of glands in the neck to the same extent as 
epithelioma, this is quite a mistake ; sarcoma of 
the tonsil is almost invariably accompanied by 
enlarged glands in the neck, and frequently the 
\ glands are much more conspicuous than the growth 
in the pharynx itself. I have in two instances 
been in difficulties with the diagnosis as to whether 
a case was one of peri-tonsillar abscess or something 
else. The difficulty in opening the mouth is very 
characteristic. I remember a good many years ago 
seeing a man, well on in middle age, with what I 
thought was a peri-tonsillar abscess ; the condition 
persisted and then I found some swelling round 
the angle of the jaw itself; I examined the teeth 
as well as I could under the circumstances, and 
found there was some inflammation connected with 
them. I placed him under the care of a skilled 
dentist, who managed to prize open the mouth and 
discovered that the wisdom tooth of the lower jaw 
had not erupted; he extracted the second molar , 
and made room for the wisdom tooth to come 1 
forward, and the patient was completely cured. ' 
This is a mistake to keep in mind. < 

I have met with several cases in which the I 
patient’s voice had the peculiar tone characteristic | 
of quinsy, but in which no swelling was found near 
the tonsil to account for it. The first quitted the 
out-patient department against orders and before his 
examination was completed. He died asphyxiated 1 
at his home within two hours. I have in such 


of the forms of septic or streptococcal sore-throat, 
and believe that by recognising the seriousness of 
the symptoms I have more than once been able to 
avert the imminent danger. The use of anti-strep¬ 
tococcic serum has done good service in the treat- 
' ment of these cases. 

! A retro pharyngeal abscess may seem to be a 
very simple thing. Sometimes, when it is very 
dense, it is so smooth and so uniform that on 
1 looking into the pharynx there may be seen what 
j looks like a comparatively shiny posterior wall of 
! pharynx. On one occasion, I remember, it escaped 
my observation on the first examination ; on the 
second one I went more thoroughly to work* with 
a better light, and was able to detect the dense 
elastic swelling and to incise it, and give complete 
relief. It seems a strange thing, but I have seen 
a somewhat unilateral retro-pharyngeal abscess 
mistaken for an enlarged tonsil, and an endeavour 
made to put a snare round this apparently very 
large tonsil, with the result that the patient was 
nearly asphyxiated during the process; when it 
came under my notice, I saw there was a bulging 
that was perfectly elastic to the touch, and on in¬ 
cision the case was cleared up. 

I referred before to primary specific infection of 
the tonsil. It may be sometimes overlooked : it is 
not realised how readily the tonsil admits of 
infection ; it is almost like an open wound, and 
from cups or spoons or instruments which have 
gone from one mouth to another it is quite easy 
for the tonsil to be infected during the swallowing 
of the saliva. I have seen it mistaken for 
epithelioma. In the case of the nurse, just now 
referred to, who had been infected through sucking 
the feeding-bottle of a child with mucous patches 
in the mouth, the condition of the tonsil was taken 
for epithelioma; very soon afterwards mucous 
patches showed themselves upon the rest of the 
palate and made the diagnosis perfectly clear. I 
may say the induration is singularly like that of 
epithelioma. I need hardly say that it should be 
a rule, when palpating the pharynx (a thing we 
have very frequently to do when the diagnosis of 
epithelioma is in question) to have a prop to keep 
the mouth open so as to avoid getting the finger 
bitten by the patient during the movement which is 
apt to be made while that examination is being 
carried out. 


cases learnt to suspect a septic peri pharyngitis one 


People sometimes complain of foreign bodies 
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in the pharynx. I remember once being called in, 
by a more mature surgical friend of mine, to look 
at the pharynx of a gentleman who had been to 
him about a fish-bone. My friend had passed 
down the umbrella probang and pulled it up again 
with no result; when the patient was referred to 
me I saw sticking out of the tonsil a tiny little 
white spectre point of what I thought was a fish¬ 
bone, and on passing the finger lightly over it I 
could feel the bristle of the tip; I said it must be 
removed and proposed that my friend should do it; 
but the patient said, “ Why should not the gentle¬ 
man who found it remove it himself?” I there¬ 
fore removed it, but the patient said he felt as bad 
as ever and asked if I would mind looking again ; 
on looking again I found another, so that he had 
actually two fish-bones sticking in the one tonsil. 
The appearance is so inconspicuous that if we are 
unprepared for it we may overlook it altogether, 
and before passing umbrella probangs down the 
pharynx we should make sure the fish-bone is not 
really situated in the tonsil. In another case— 
that of an old woman who complained very bitterly 
of the pain caused her by a fish-bone—I looked in 
with the mirror and then with the laryngeal 
mirror, but saw nothing at all; my clinical assistant 
then examined the case, and on looking with 
his laryngeal mirror he saw the tip of the fishbone 
sticking in the laryngeal tonsil, and touching with 
its outer point the lingual surface of the epiglottis. 
The reason that he saw it and I did not was that it 
has been my habit, from the beginning of my 
laryngoscopic days, to hold the laryngoscopic 
mirror in the left hand ; the result was that in my 
mirror I saw the over-hanging bit of lingual tonsil, 
but it completely hid the fishbone from my sight. 
My clinical assistant used the mirror with the 
right hand so that he saw down into the part and 
detected the fishbone. I now make it a rule on all 
such occasions to hold the mirror first in one hand 
and then in the other. This is a very exceptional 
position, but it is very important for the patients 
comfort that it should be remembered. 

Foreign bodies sometimes get much further down 
than this, and there was recently a case shown by 
my friend, Dr. Hill, at the London Laryngological 
Society, where a patient was suffering from 
continuous oedema of the larynx which caused him 
the greatest discomfort; he had been treated for a 
long lime by means of cold coils and other 


sedative applications. Dr. Hill managed to elicit 
a history of the swallowing of a pin, and he 
submitted him to the Rontgen rays and then 
found what he required, because he saw the shadow 
of a pin close down below the hyoid bone; this 
was removed by an external incision. In a case of 
extreme acute oedema of the larynx under my care 
some years ago, I could see no foreign body of any 
kind, and there was no suspicion of it; the oedema 
had come on after the patient had been eating fish. 
After about four or five days I detected something 
like a foreign body, and pulled out a large fish¬ 
hook; the Rontgen rays would no doubt have 
made this perfectly clear, but it was before the days 
of the Rontgen rays. 


The Larynx. 

In children in the earliest weeks of life we occa¬ 
sionally find a stridor which is like croup, and 
which seems to be unaccompanied by any inflam¬ 
matory disturbance, but which occurs with inspira¬ 
tion, especially on excitement or crying, or exercise 
of any kind. This has been very puzzling for a 
long time, but it has been studied very carefully by 
various observers, in particular by John Thomson 
in Edinburgh, and by Sutherland and I^ack in 
London. It is a condition in which the frame¬ 
work of the larynx is very poorly developed and 
is very soft, so that during inspiration it is sucked 
in, and a sort of leech-bite appearance is what 
is seen when laryngoscopic examination can be 
made. In one case under my care I found on 
examination that the epiglottis was extremely long 
and pendulous, and I was able to relieve the stridor 
completely by pulling it up. I am disposed to 
think this must have been a very exceptional 
case, as in such cases as I have again seen the 
appearance was (of course obtained with great 
difficulty) one of insuction of the sides of the 
larynx. It has to be kept in mind when giving a 
diagnosis of laryngismus stridulus. It only recovers 
as the child develops and the larynx gets more 
firm in its framework. 

Children are occasionally born with papillomata 
in the larynx, and these cause hoarseness and very 
often an extreme degree of stridor—so much so 
that it is sometimes necessary to perform trache¬ 
otomy. Papillomata will grow in very young 
children indeed. 

Important mistakes are made over the causes of 
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hoarseness, especially in those people who are 
learning singing; and we are very apt to put down 
to voice-strain and to abuse of the voice or to 
simple catarrh the hoarseness from which they are 
suffering. In cases of voice-strain there is very 
often weakness of what are called the “vocal 
muscles,” which bring the vocal cords in apposition 
—the internal thyro-arytenoids. This “ elliptical ” 
glottis is found sometimes in singers, but accom¬ 
panied by more or less inflammation and conges¬ 
tion. If the over-use of the voice is continued, 
very often there are developed on the vocal cords, 
just at the junction of the anterior and middle third 
of the respiratory glottis, little outgrowths called 
“singers’ nodules.” They are most common in 
female subjects. We see them occasionally in 
School Board teachers and in those people who 
have used their voices for the purpose of producing 
“ farmyard ” imitations and other unnatural noises. 

Again, hoarseness is occasionally attributable to 
syphilitic erythema or papules on the vocal cords. 
At other times a papilloma is overlooked. It may 
be very far forward, and with a superficial glance 
at the larynx, especially if there is over-hanging of 
the epiglottis, it may escape notice. 

The two serious mistakes are those of over¬ 
looking early stages of tuberculosis, especially in 
young people; and in people of middle age and 
over, the early stages of epithelioma of the vocal 
cord, which, when caught early, may be eradicated, 
not in every case, but in such a proportion of the 
cases that it makes it of the most vital importance 
that it should be detected. Sometimes examina¬ 
tion of the chest makes it perfectly clear that the 
singer, who is wishing to make the most use of his 
voice for training purposes, is suffering from in¬ 
cipient tuberculosis. 

There is another condition which is apt to lead 
to error. When there is extreme dysphagia—as is 
often associated with tuberculosis of the larynx— 
pain in swallowing being so intense that the patient 
is often unable to take food, and when the appear¬ 
ance in the larynx seems to fall in with the pre¬ 
sumed diagnosis of tuberculosis, we are apt to put 
it down as such at once. I have a case of a 
middle-aged woman under my care just now where 
the appearance was extremely typical of a tuber¬ 
culous larynx. On the left side there was very 
great swelling and intense pain in swallowing; 
the swelling was somewhat uniform, but there 


was perhaps a little increase of swelling on the 
left side. There was immobility of the vocal 
cord, which, along with swelling of the ary-epi¬ 
glottic fold, is almost diagnostic of perichondritis— 
that is, inflammation round the arytenoid cartilage, 


Fig. 1 .—Phonation 



and the most common causes of this are specific 
disease and tuberculosis. In the present case the 
patient had more or less the aspect of tuberculosis, 
and it was thought that there was evidence of de¬ 
cussation at the right apex, and we put it down to 


Fig. 2 .—Inspiration. 



tuberculosis, which was the excuse or the reason (I 
may say that even now the diagnosis is not quite 
complete). I was never convinced with the con¬ 
dition of the chest, although I was ready to make 
that provisional diagnosis ; and I had an examina- 


Fig. 3 . 



tion made by a very able friend, who also found the 
chest negative, and over and over again we have 
tried to get tubercle bacilli, but none have been 
detected. From the absence of bacilli and the 
absence of chest (rouble, my friend asked me 
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whether I did not think it might be malignant; 
and only since then I have seen a little sprouting 
taking place on the inner surface and also on the 
posterior surface. I have little doubt that the idea 
of carcinoma is correct (Figs, i, 2, 3). 

Another mistake which is very distressing is 
that of mistaking tuberculosis in its early stages for 
hysterical aphonia. The characteristics of hyster¬ 
ical aphonia are complete loss of voice, with little 
or nothing in the larynx to account for it; it comes 
on rather suddenly, and, without examining the 
larynx, we may jump to the conclusion that it is 
hysterical aphonia and use the mode of treatment for 
stimulating the return of the voice by means of the 
Faradic current. I have seen this done, producing 
the greatest suffering and having no effect upon a 
patient who was really affected with tuberculosis of 
the larynx in an early stage. 

There is a disease which produces cough and 
hoarseness and expectoration, often loss of voice 
and most marked abnormal appearance in the 
larynx, namely, what is called “ pachydermia.” It 
is a kind of laryngitis in which the disease takes 
rather the form of hypertrophied layers of flattened 
epithelium, and it shows itself very markedly in the 
inter-arytenoid space and in the posterior part of the 
vocal cords. The true pachydermia is really found 
in the vocal processes. This is a condition which 
is more frequently seen in* Germany than with us, 
at all events it is described more frequently by 
Germans. There is a hypertrophy of the vocal 
process on one side with a depression in it, almost 
absurdly like a small shirt stud, and on the other 
side there is an enlargement which fits into the 
depression. There is a condition called “ pseudo¬ 
pachydermia” in which the patient suffers from 
hoarseness and complete loss of voice; there 
may be seen a quantity of muco-purulent crusts 
above the aperture of the larynx ; the real cause of 
this condition is the insuction of muco-pus from 
the nose or naso-pharynx, it may be from adenoids 
or fromozoena—chronic atrophic rhinitis in the nasal 
cavities—but the most marked cases are those where 
the pus comes from the sinuses of the nose, it may 
be the maxillary antra, or from the sphenoidal 
sinuses. The difficulty in diagnosis is very greatly 
diminished if we cause the patient to use a simple 
nasal douche for a week ; if the loss of voice arises 
from the nasal condition the washing out of the nose 
will in a week produce such a change in the state 


of the larynx that the difficulty in diagnosis disap¬ 
pears. This condition may be called “ chronic 
rhinitic laryngitis.” 


The Naso pharynx. 


The most common disease in the naso-pharynx 
is adenoids. On examining with the posterior 
rhinoscope the first thing to look for is the septum ; 
above it the part should be slightly corrugated and 
the conspicuous object in the choanae is always the 
middle turbinated body. Adenoids may present 
the appearance of several ridges. 

When there is nasal obstruction in a child we 


are apt to put it down to adenoids, and in most 
cases correctly. There may be, however, a pro¬ 
jection of the atlas vertebra sufficiently forward 
into the naso-pharynx to interfere with breathing 
through the nose, so that after removing adenoids 
we may find that the relief produced is not so 
great as was expected. Sometimes there is extreme 
enlargement of the turbinated bodies helping to 
block up the posterior nares. At other times there 
is congenital atresia of one or, it may be, of both 
posterior nares. I have myself removed adenoids 
in a case and found no relief was obtained ; I then 
felt more carefully and endeavoured to push 
a probe through the nostril and found it was 
completely obstructed. 

In children the presence of a foreign body in 
the nose is very often overlooked. 

Occasionally, in some badly-developed children, 
such as in some of the types of hatchet-faced 
idiots, where the jaw is very feebly developed, the 
mouth may present the typical aspect of a child 
with adenoids; yet on examination nothing of the 
kind is found. 

Lastly, there is a form of subjective stenosis, 
when a patient, for some reason or other, gets the 
idea that the nose is obstructed and that he cannot 
breathe through it; in such cases we can make the 
patient close the mouth and breathe through the 
nose and find that there is a free blast of air up 
and down, and yet he is under the fixed impression 
that the nose is obstructed. As a rule there is 
anaesthesia of the mucous membrane, and the 
patient does not feel the current of air and so 
becomes convinced that it does not go through. 

There is another condition which is sometimes 
overlooked, and that is what is called “ alar 
collapse.” In some people, either permanently or 
temporarily from typhoid fever, etc., the structures 
of the alae of the nose have become very soft and 
flabby and during inspiration become drawn in. 
It is one of the things which may lead one to look 
deeper than the orifice where the obstruction 
generally is. 
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A LECTURE 

ON THE 

TREATMENT OF COMMON NERVE 
INJURIES. 

Delivered at the Medical Graduates’ College and Polyclinic, 
By JAMES SHERREN, F.R.C.S., 
Assistant Surgeon to the London Hospital; Surgeon to 
the Poplar Hospital for Accidents. 


Gentlemen,— Before I take up the subject of the 
treatment of nerve injuries I wish to remind you 
of the structure of a normal peripheral nerve, so 
far as it concerns us in discussing this subject. 

A peripheral nerve is composed of a varying 
number of nerve fibres bound together by connec¬ 
tive tissue. Each of these fibres consists of a 
central axis cylinder, the conducting portion of the 
nerve, and of various coverings. The axis cylinder 
extends uninterruptedly from the nerve cell with 
which it is connected to its termination in the 
various cutaneous structures, or the muscles. This 
axis cylinder is itself of composite structure, con¬ 
sisting of a bundle of minute fibrils, the neuro- 
fibrillae ; these fibrillae run in all probability through¬ 
out the whole central nervous system, passing 
through the cells with which the axis cylinders 
seem to be connected. Immediately external to 
the axis cylinder is the myelin sheath, enclosed 
on its outer surface by the nucleated sheath of 
Schwann. Unlike the axis cylinder, the myelin 
sheath is interrupted at regular intervals by con¬ 
strictions, the nodes of Ranvier, these giving the 
fibre a segmented appearance. To each of these 
segments is apportioned a nucleus of Schwann’s 
sheath. 

The nerves commonly injured, roughly in their 
order of frequency are : the median, the ulnar, the 
musculo-spiral, the external popliteal, the circum¬ 
flex and the cords of the brachial plexus. Nerves 
may be injured in open wounds and completely 
or partially divided. They may be injured sub¬ 
cutaneously either by rupture or as the result of 
pressure applied suddenly or gradually. Before 
we discuss the treatment of these injuries we must 
have a classification to work with. The one that I 
have formulated and use is, first into anatomical 
and physiological division, using the former term 
to mean division of the nerve and its kheath, as by 


section or rupture; the latter to denote division 
of the conducting portion of the nerve only, such 
as is produced by pressure. Either of these may 
be complete or incomplete. So that we have to 
deal with wounds or rupture leading to: 

(a) Complete ^ . ...... 

' ' _ r ^anatomical division; 

(o) Incomplete J 

compression, long continued or momentary, result¬ 
ing in : 

(a) Complete 1 , . , ,. . . 

v , Lphysiological division. 

(/>) Incomplete J 

The principle of the treatment of nerve injuries 
consists in keeping up the nutrition of the parts 
which are supplied by that nerve until its con¬ 
ductivity is restored by nature alone or aided by 
the surgeon. I would impress upon you the fact 
that nerves possess in a very high degree the power 
of regeneration. 

In the case of wounds in situations likely to 
involve nerves, particularly about the anterior sur¬ 
face of the wrist, responsible for injury of the 
median and ulnar nerves, it is important to 
examine carefully the part below the wound for 
evidence of nerve injury, as shown by alterations 
in motion or sensation. If this were always carried 
out, the cases of secondary suture would be much 
rarer than they are now. In all these cases of 
wounds where a nerve injury is suspected, the 
nerve should be well exposed, a separate incision 
being made if necessary. The greatest care must 
be taken to avoid or combat wound infection. 
Suppuration, leading as it does to the formation of 
derfse scar tissue, is the great hindrance to a com¬ 
plete recovery. If the nerve be found completely 
divided, the ends must be brought into contact 
and kept there by suture. The method of passing 
the suture, whether direct through the whole nerve, 
or indirect through its sheath only, is immaterial 
so far as the healing of the nerve is concerned. 
But as the former involves less handling of the 
nerve it is the one that should be used. Where 
there is no tension on the junction, as in most 
cases of primary suture, fine catgut should be used 
to keep the ends in apposition, one or at most two 
sutures being passed with a fine round needle / 
through the whole nerve. Silk should only be used J 
when there is any tension ; catgut cannot be relied ' 
upon to keep the ends in contact in these circum¬ 
stances. If the ends of the nerves be contused or 

lacerated, the damaged.DQition must be removed 
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Our aim in these cases is to obtain union with as 
little scar tissue as possible, and I would again 
impress upon you that scar tissue is the great 
hindrance to complete recovery; new nerve fibres 
develop in, or penetrate into, scar tissue very little. 
If it be found on exploration that the nerve is 
incompletely divided, what should be done ? 
Theoretically, nothing, the nerve being in con¬ 
tinuity. In actual practice it is found that if these 
cases are left, incomplete recovery often results, 
and a case which at the time of the injury showed 
the signs of incomplete division only may progress 
to the signs of complete division. In these cases 
of incomplete anatomical division it is found on 
exploration that there is a ragged gap in the nerve 
which if left may become filled with scar tissue; 
this in healing will contract and may produce 
progressive signs of involvement of the nerve. It 
is, therefore, best to trim the lacerated edges and 
insert a catgut suture to close the gap. 

In cases of primary suture it is usually necessary 
to drain the wound, for it is impossible to be even 
moderately certain of the asepticity of accidentally 
inflicted wounds, and the strong antiseptics used 
in cleaning will cause effusion, the removal of which 
must be provided for. The drainage should be by 
rubber tube, and dispensed with as soon as possible, 
in most cases at the end of twenty-four hours. The 
limb must be placed on a splint applied on the 
opposite side of the limb to that on which the 
wound is situated, and the limb put up with 
the joints over which the injured nerve passes bent, 
to prevent tension on the sutures. For example, 
after operation on the median or ulnar nerve at 
the wrist, the elbow and wrist joints should be 
flexed. The after treatment of the wound is con¬ 
ducted on ordinary surgical principles. The splint 
can usually be dispensed with by the time the 
wound is healed, but if in order to bring the ends 
of the nerve together the limb has been put up in 
extreme flexion, the splint must, of course, be re¬ 
tained for a longer period, the flexion being 
gradually reduced. 

With suture and healing of the wound the 
surgeon’s work is by no means completed. Before 
recovery ensues twelve months must, as a rule, 
elapse, and often longer. During a part of this 
time inflammatory affections may destroy portions 
of the affected limb or hinder complete recovery. 
In a case of secondary suture of the median nerve 


which came under my notice neglect of the after 
treatment by the patient led to loss of the terminal 
phalanx of the index finger complete recovery of 
the nerve taking place in a damaged limb. Atrophy 
of muscles may occur to such an extent that 
permanent weakness of the limb results, although 
regeneration of the nerve is complete. I need not 
tell you what a serious condition results from, for 
example, paresis of the short muscles of the hand 
supplied by the ulnar nerve. 

Patients must be cautioned that injuries which 
on a sound part would have no effect on the 
injured limb may cause serious results, and all 
work involving slight injuries to the part must be 
avoided if possible. The nutrition of the skin and 
muscles must be kept up by systematic massage, 
this being employed at least three times a week, 
and should be commenced as soon as the wound 
has healed. 

Wasting of muscles is by this means reduced to 
a minimum, and the nutrition of the skin remains 
good. The so-called “ trophic sores ” after division 
of a nerve are avoided in the majority of cases by 
this means, and the skin regains an almost normal 
appearance. Electricity, however applied, is un¬ 
necessary in the after treatment of nerve injuries. 

We must now pass on to the cases of anatomical 
division in which nerve suture was not performed 
at the time of the accident, and some time has 
elapsed since the infliction of the injury. If all 
the signs of complete division of the nerve are 
present, no time should be wasted waiting for a 
possible, but hardly probable, recovery. The 
nerve must be exposed and steps taken to restore 
its anatomical continuity. Waiting for a certain 
arbitrary time to elapse before operating is not 
good surgery. The operation of secondary suture 
may be conveniently divided into two stages—first 
the preparatory, and secondly the restoration of 
anatomical continuity. The preparatory stage con¬ 
sists in freeing the nerve, in removing the damaged 
portions, and preparing the ends for suture. Nerves 
retract very little after division as compared with 
tendons, so that the ends will, in all probability, be 
found fairly close together. At the point of injury 
the ends of the nerve will usually be found 
embedded in a mass of fibrous tissue, and it may 
be difficult to separate the nerve ends from die 
surrounding scar tissue. In these cases the nerve 
must be traced from above and below, and the 
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mass of scar tissue containing the ends of the nerve 
removed. In the more simple cases—and these 
are the more usual—the divided ends are easily 
found, the upper bulbous and the lower more or 
less pointed, both adherent to the surrounding 
structures. After freeing the ends the question 
must be settled how much must be removed in 
preparing the nerve for suture. From the upper 
end the whole of the bulb should be removed. One 
word about its structure will explain why this must 
be done. It is composed of a mass of nerve 
fibres interlacing in every direction in connective 
tissue. From the lower end take sufficient tissue 
only to produce a “ fresh ” end ; it is useless to cut 
section after section in the hope of reaching nerve 
that l(K)ks less like a strand of fibrous tissue. The 
condition of the lower end of the nerve from its 
proximal end to its distribution is the same. 

The nerve is now ready for the second stage of 
the operation, the restoration of anatomical con- | 
tinuity. Where the ends of the nerve come to- I 
gether easily, the same method is adopted as for 
primary suture. But in some of these cases a gap 
may be found, or the ends may be so bound up in 
fibrous tissue that after this has been removed with 
the ends of the nerve it is found that the gap is 
too great to be closed by simple suture. In the 
usual case of secondary suture following anatomical 
division of a nerve, the ends come together easily, 
with or without bending of the joint or joints over 
which the nerve passes. If the gap cannot be 
overcome in this way, nerve stretching will, in a 
large number of cases, give the desired length. A 
gap of fully one and a half inches of the median or 
ulnar nerves can be bridged over in this way. If 
this fails, some means must be devised to restore 
continuity. Many methods have from time to time 
been used ; those that are the best are as follows, 
and it will be found that one or other of them is 
applicable to every case : 

1. Nerve-grafting. i 

2. Suture at a distance with catgut threads, en¬ 
closing the junction in a decalcified bone tube. I 

3. Nerve anastomosis. , 

4. Resection of bone. 

The ideal method is undoubtedly that of nerve- 
grafting. 


I bone tube. But both from clinical and experi¬ 
mental evidence it is much inferior to the grafting 
in of a piece of nerve. In both these methods the 
graft and the catgut play an equally passive part. 
But in the graft the neuroblasts and new nerve 
fibres have a better scaffolding within which to 
| develop, and the interposition of fibrous tissue, 
which has so much to do with ill success in these 
cases, is avoided. 

Nerve anastomosis has been much to the fore 
lately in connection with the treatment of facial 
paralysis and certain paralytic deformities. The 
results obtained in these cases do not warrant its 
use in the treatment of nerve injuries when other 
methods are available. It should only be used 
when the upper end of the divided nerve cannot be 
found, or the gap is considered too long to safely 
bridge over by nerve-grafting. What the limit is I 
do not know, but a successful result has been 
obtained in cases where three inches of nerve were 
removed. Resection of bone, for the purpose of 
shortening the limb and so allowing the ends of the 
nerve to come in contact, should never in my 
opinion be employed, but it is still a recognised 
method of treatment. 

Such devices as turning down a flap of the nerve 
to bridge over the deficiency have nothing to 
recommend them. I very much doubt if complete 
success could be obtained by these means; at any 
rate, it is running too great a risk of ill success from 
the development of scar tissue, and the irregular 
course the fibres have to run. In nerve-grafting 
j the graft may be obtained from a recently amputated 
I limb—and by “ recently ” I mean a limb amputated 
j immediately before the nerve operation. It may 
be obtained from the patient, or from one of the 
lower animals, usually the cat, dog, or rabbit. 

In cases where it is thought that a considerable 
amount of nerve has been destroyed, the surgeon 
should be prepared to carry out the operation of 
nerve-grafting. A graft from an amputated limb is 
preferable, as it is easier to get a nerve correspond¬ 
ing in size to the one injured. In using the nerve 
of an animal as a graft, if a nerve cannot be 
.obtained corresponding in size to the one under 
treatment, a double graft of nerve should be used. 
The greatest care must be taken in these cases of 


Most modern writers on the subject, both | nerve-grafting to remove the nerve without con. 
English and Continental, recommend the catgut | tamination, and to damage it as little as possible, 
method combined with the use of a decalcified J The graft must be of sufficient length to lie between 
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the ends of the nerve without tension and should 
be sutured in with catgut 

If the need of a graft is found at the operation 
and no preparation has been made, there are three 
courses open : to use the patient’s own radial 
nerve, to suture at a distance with strands of cat¬ 
gut, protecting the junction with a decalcified bone 
tube, and to close the wound. 

In cases where the deficiency is in the musculo- 
spiral nerve the radial nerve of the same side 
should be dissected out and placed in the gap, a 
double thickness being used if thought necessary. 
In the case of a deficiency in any other nerve, this 
cannot be done unless the consent of the patient 
has been previously obtained. If no permission 
has been obtained, I should advise closure of the 
wound and the performance of nerve-grafting later. 
In these cases, if a decalcified bone drainage-tube 
is at hand, the method I mentioned before may¬ 
be employed, but it is less likely to succeed. It 
will be seen that, although I have mentioned 
several methods that may he used in the treatment 
of these cases, I only advise nerve-grafting ; it is 
scientifically the soundest method, and has met 
with the greatest success. 

With regard to the use of the patient’s own 
radial nerve as a graft, it may seem to you a strange 
proceeding to advocate. But division or removal 
of the radial nerve produces in most cases no 
result; it is not followed by any alteration in sen 
sation that can be appreciated by any of the 
methods in use at the present time for the exami¬ 
nation of sensation. This is due to the extremely 
free anastomosis of the radial nerve at its distribu¬ 
tion. It is not sufficiently well recognised that 
division of the musculo-spiral nerve is followed in 
most cases by no anaesthesia. This method of 
radial nerve-grafting has been followed by perfect 
results, but I do not recommend it in those cases 
where a suitable graft can be obtained elsewhere. 
The after-treatment of these cases is conducted on 
the lines that I laid down in speaking of the cases 
of primary nerve-suture. 

We must now pass on to the more difficult ques¬ 
tion of the treatment of subcutaneous nerve 


involved, the external popliteal, the circumflex, 

' and the cords of the brachial plexus, 
i In cases seen at once or within a few days of the 
| injury, where examination reveals an obvious 
I partial division, the treatment consists in rest till 
all tenderness of the nerve has gone, with massage 
to the injured spot and to the structures supplied 
by the damaged nerve. The massage may be 
started at once, but must be applied with care over 
the seat of the injury. In most cases recovery 
rapidly ensues. Occasionally in cases which are, 
from the examination of the sensation, obviously 
partial, muscular recovery does not ensue; the 
muscles waste and the reaction of degeneration 
develops, indicating that the continuity of the motor 
fibres has been interrupted. Here it is well to cut 
down on the injured nerve and examine the damaged 
portion ; if, as is usually the case, it is found 
bound up with fibrous tissue, it should be excised; 
recovery, if it does occur without operation, is 
usually incomplete. The patient must be told that 
| the condition of the part will be worse for a short 
I time after the operation. Occasionally, three or 
four months after an injury to a limb, such as a 
fracture, there is pain referred to the distribution of 
a nerve with increasing muscular weakness; this 
means that the nerve is pressed upon unusually by 
bone, callus, or scar tissue. The nerve should be 
exposed and carefully freed, and bone or callus 
removed. If bone or callus has been chiselled 
away, the nerve must not be allowed to rest on the 
freshened bone, but a layer of muscle if possible 
interposed between them. If the nerve has been 
dissected out of fibrous tissue, means must be 
taken to prevent the nerve from re-contracting 
adhesions. If this is not done, the patient will be 
relieved by the operation, but with a great chance 
that the adhesions will re-form and the condition 
recur. The best material to use to protect the 
nerve is sterile gold foil. It may be left in the 
tissues an indefinite time without giving rise to 
any irritation. 

In recent cases where all the signs point to a 
complete division of the nerve, taking the musculo- 
spiral as an example—for here we have to depend 


injuries—the rare rupture, the common complete, 
and partial physiological division, the result of 
momentary or long-continued pressure. 

The nerves that commonly suffer in this way are 
the musculo-spiral, which is much the most often 


solely upon the condition of the muscles, and it is 
the nerve that is most often divided physiologically 
—we must wait for a few days before deciding what 
shall be done, meanwhile treating the case as one 


of partial division. 
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reaction of degeneration is established, operation 
should be performed. Many of the text-books 
recommend that months should be allowed to 
elapse in order to give the nerve a chance to 
recover by itself. But we have no test by which 
we can tell the state of that nerve ; it may be a 
case of rupture, even if it be a simple crush, and j 
the continuity is destroyed. Recovery rarely ensues 
without the aid of the surgeon; if it does it is 
incomplete. 

No conclusion as to the degree of the injury can 
be formed during the first few days. Completely 
paralysed muscles may recover rapidly, and it is ! 
only after such time has elapsed as will allow of I 
the appearance of the reaction of degeneration that | 
we can definitely say the case must be operated 
upon; and I hold that all subcutaneous nerve 
injuries which give the reaction of degeneration at 
the end of ten days should be submitted to opera 
tion. If at the end of this time the muscles, 
though paralysed, react to the faradic current, no 
operation should be performed, but the case 
treated as one of incomplete division. On exposure 
of the nerve in these cases of complete physiological 
division, it is usually found that the nerve is 
crushed, and considerable difficulty may be ex¬ 
perienced in defining it from the surrounding 
tissues. ‘This damaged portion should be removed 
and its anatomical continuity restored by one of 
the methods previously mentioned. If no damage 
\ isible to the naked eye be found—and this,although 
possible, is a great rarity—the wound is closed. 

When the patient comes under observation some 
time after a subcutaneous injury followed by inter- | 
ference with the functions of a nerve, the diagnosis ! 
of the degree of the injury, whether complete or 
incomplete division, must first be made. If the | 
former, the surgeon must be prepared to perform 
nerve-grafting, for it is in cases such as these that 
this procedure is most often needed. In incom¬ 
plete division the nerve should be freed from the ! 
compressing agent, callus or fibrous tissue, and j 
means taken to prevent further involvement, or re- | 
section performed in those cases before mentioned. I 


A CASE OF DERMATO-MYOSITIS. 

By J. R. BENSON, F.R.C.S.Eng., 

Late Surgical Registrar and Tutor in Surgery, King’s 
College Hospital. 

Gentlemen,—The malady of which I record an 
example is fortunately very rare even in Bath, this 
rendezvous of all rheumatic and muscular disorders. 
Because of its rarity, and because there are but few 
cases recorded, I hope I shall be forgiven if I draw 
somewhat minutely on the notes taken during the 
progress of the disease. Before proceeding I 
should like to call attention to the history of the 
case. 

The patient was a Belgian lady, jet. 45, married, 
but had had no children. She was the wife of an 
army officer, and was in very comfortable circum¬ 
stances. She was of a short, broad build and in¬ 
clined to be stout, with medium complexion and 
dark hair and eyes. Her manners were, as one so 
often sees in people with inherited rheumatic 
tendencies, bright and vivacious, her movements 
quick, nervous, and almost anxious. The tempera- 
| ment was happy and optimistic, easily amused, 

! prone to jump at conclusions, alert, brilliant, and 
lively when roused by the presence of friends, but 
I inclined to mope and often to weep when left alone. 

One cannot help remarking how alike in tempera- 
, ment and manners many of these rheumatic cases 
I are, and how frequently one finds mixed up in 
their family histories, alcoholism, chorea, diabetes, 
hysteria, and nervous and mental abnormalities of 
all kinds. 

In this case the family history was as follows : 
Her father’s family was tubercular and rheumatic. 
There was also, I believe, a history of alcoholism. 
Her mother’s family was tubercular and rheumatic, 
the mother herself was emotional and subject to 
frequent neuralgias. Our case was, I think, the only 
child. There was one near relative mentally 
abnormal, but it was difficult to obtain much 
information about her. 


The after treatment of all cases of nerve injury The patient as a child was nervous and delicate, 
must be carried out patiently, for both surgeon When about ten years old she suffered severely 
and patient become weary of the long interval that from tuberculous diseases. Both lungs were 
exists between operation and the first sign of affected, and she had tubercular glands on both 
recovery. sides of her neck. It is interesting to note that 


thirty-seven years ago she was treated by the most 
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rigorous open-air methods. She was sent into the 
country and allowed to run wild, she was kept all 
day in the open air, all the windows and doors of 
the house she lived in were kept open day and 
night. The glands in the neck, however, were 
treated in a much less approved style: they were 
simply incised and allowed to discharge into the 
nearest clothing. Some years later, when about 
sixteen, she suffered with fistula in ano, and for ten 
years or more she was in constant distress. At the 
end of this time she saw a doctor who operated, 
and although the operation was a very severe one 
the result was all that could be desired. All her 
life the patient had been a martyr to neuralgias, 
rheumatic pains, and chronic rheumatic symptoms 
generally. While her periods were on she was 
liable to outbursts of crying and other emotional 
manifestations. Like most people with a rheumatic 
diathesis she had all her life had frequent fibrillary 
twitchings of the muscles, especially those of the 
eyelids, also muscular cramps. These muscular 
cramps, which are very common in these patients, 
are generally felt in the soles of the ieet or in the 
lumbar region; the feet cannot be fully pointed 
without some feeling of discomfort. Often there 
is muscular pain in the less used muscles of the 
upper arm. It is an important point to notice 
that these muscular pains come in the muscles 
which are in most civilised people allowed to be¬ 
come inefficient from want of constant use. Such 
muscles for instance as the rotatory muscles of the 
lower arm, the muscles of movements carried out 
above the level of the shoulder, and such places as 
the sole of the foot where the muscles do not get 
free play. The stomach irritability, which again is 
almost constant in rheumatic cases, and shows 
itself as a rule so early that it may have something 
to do with the later affections, was very marked 
in the case before us. As long as she could 
remember she had suffered from “ bilious attacks,” 
“ sick headaches,” acidity of the stomach, nausea, 
foul tongue in the morning, occasional constipa¬ 
tion, and evidences of mild toxaemia, such as 
irritability of the skin, hot and cold feelings all 
over, and feelings of general fatigue. One very 
common sign of this apparent fatigue is that a 
difficulty is experienced in getting a limb, say the 
leg or arm, in a comfortable position. If it is 
extended it feels as if it ought to be flexed and 
vice versa. Sleeplessness, another common symptom 


of the diathesis, generally takes the form of the 
patient being unable to get to sleep on getting into 
bed, but towards morning she falls into a heavy, 
unsatisfactory slumber and feels too tired and un¬ 
well to get up in the morning, as was the case here. 
There was rarely any pain nor could the patient 
say why she did not sleep, but she felt more in¬ 
clined to go over the day’s doings than to do so. 
I will mention just one more of the multitude of 
signs which, this case had in common with all 
chronic rheumatics, namely, cracking of the joints 
when moved after being kept at rest for a short 
time. There is rarely any pain, nor as a rule can 
any creaking or grating be felt on passively moving 
the joints. 

In April, 1901, the case was sent to me with 
chronic rheumatism and severe iritis of the left 
eye. Some years earlier she had had a similar 
but less severe attack in the right eye. The 
pain over the right orbital region was very severe. 
On examining the eye with an opthalmoscope a 
rather curious condition could be seen, which one 
not infrequently meets with in so-called rheumatoid 
arthritis, or as I prefer to call it, “ Myelo-muscular 
arthropathy,” viz. : a peculiar sensation as if one 
was looking through different refractive media all 
mixed up, very much the same sort of effect 
as one gets when looking over a dry, sandy plain 
on a hot sunny day, or on looking through an 
unevenly rolled window pane. It seems to come 
and go, and is generally noticed only in one eye. 
A course of the baths, combined with the use of 
drugs, cleared up the mischief in about a month. 
The eyes were then tried for any refractive error, 
but were found to be quite normal. In spite 
of this, however, both the eyes were very deficient 
in power. The patient could only see and 
the eye with the curious refractive appearance was 
no worse than the other. At the time I did not 
take the fields and put it down to the effects of the 
iritis, but it may have been due to some con¬ 
traction of the visual fields such as Dr. Llewellen 
Jones has lately demonstrated to occur in “Myelo- 
muscular arthropathy.” 

In December, 1902, the patient again came to 
me complaining of irregular vaginal haemorrhages. 
An examination revealed a soft papillomatous 
tumour on the posterior lip of the os uteri. At 
this time there was occasional severe pain over the 
right eye, accompanied by transient oedema and 
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slight irritation and erythematous rash. It very 
soon cleared up, and in fact the patient paid very 
little attention to it. I tried thyroid extract for 
some time, 1 thinking that the localised swelling 
might be of a myxcedematous nature, but without 
any beneficial results. 

In January, 1903, I decided to operate on the 
papilloma, and freely removed the growth together 
with a large piece of the uterus. The micro¬ 
scopical report was bad, the expert to whom it was 
submitted stating that it was undoubtedly malig¬ 
nant. Because of her rheumatic condition I did 
not think it wise that she should be kept in bed 
longer than was absolutely necessary, so in a very 
few days she was sitting up in a chair. Almost 
directly she began to complain of pains in the 
shoulders and loins, and she was unable to walk 
without severe suffering. Finding no contra-indica¬ 
tions to massage and hydrotherapeutic measures 
the patient was put upon a course of the baths 
combined with exercises for the affected muscles. 
For the first few weeks a wonderful improvement 
took place, but then the oedema and redness 
came on again around the right eye, the muscles of 
the chest became hard, painful, and useless, and 
she seemed to buckle up altogether. She became 
very low and despondent, and lost all her relish 
for food, so the baths and massage were stopped. 
Because of the danger of loss of range of useful¬ 
ness, so often seen in cases of rheumatism, the 
joints were once or twice a day passively moved in 
every direction. The disease now seemed to 
alter in character and spread to other parts of 
the body, a curious localised oedema appeared 
here and there all over the body, and the rash 
characteristic of dermato-myositis appeared. The 
pectoral muscles especially became hard and 
painful, and owing to the pain functionally use¬ 
less. To the touch they were hard, and if pressed 
gave rise to very painful sensations; they seemed to 
creak when gently squeezed. Voluntary move¬ 
ments were very painful, slower than normal, and 
only carried out with difficulty. Passive move¬ 
ments, if not carried out too suddenly or if kept 
within the limits of the shortening of the muscle, 
were not painful and the movements of the joints 
were free. But the muscles seemed to be much 
more painful when put on the stretch, and the 
range of movement seemed to rapidly decrease. 
There was not much loss of power unless the 


muscles were suddenly taxed. For instance, they 
could bear the resistance of gradually imposed 
weights, but would collapse if a much less weight 
was put on them suddenly. The mischief seemed 
to be in the sheaths of the muscles, which gave 
the impression of being hard and inflamed. The 
electrical reactions were normal. 

The oedema was not like that seen in cardiac or 
renal diseases, but was hard and fibrous to the 
touch, and did not pit on pressure. Moreover, it 
did not appear in the most dependent positions, 
and was often quite localised. Sometimes, too, it 
would disappear in a very few hours, and perhaps 
not return in exactly the same place. It had no 
direct connection with the rash, nor was it only 
seen over the areas of the affected muscles. 
About the face, forehead, and eyes it had the 
ordinary appearance of an erysipelatous oedema, 
but over the chest and arms it was apparently 
subcutaneous. Later on, when the legs were 
attacked, it appeared on the inside of the knees, 
calves of the legs, dorsum of the foot, etc. It 
looked very like myxoedematous thickening. The 
patient described her legs as being gnarled like 
an oak. The skin over the oedema, which 
seemed to be in the subcutaneous tissue, was 
not shiny and waxy as in fluid oedema, but 
was more uneven and rough looking. There 
seemed no regularity or certainty in the distri¬ 
bution, sometimes it would stay for days, and 
sometimes clear up almost directly. All through 
the illness, however, the limbs were swollen and 
useless. In fact, two months after the onset 
the patient was quite helpless and unable to put 
her hands to her head or even feed herself. 

The erythema appeared first in the loose tissues 
of the upper lid of the right eye. It was at first 
merely a red, hot-looking rash with very sharp 
raised edges. The eye was almost completely 
closed with the concomitant swelling. There was 
no temperature or pain, but only a sensation of dis¬ 
comfort. It quickly cleared up under treatment 
at first, but when the disease was some two months 
old it remained a fixture, and would respond to 
no remedies that were tried. It got worse, in fact, 
and spread to the forehead and the other eye and 
the upper part of the face on both sides. The 
skin affected became thick, red, and infiltrated, in 
some parts quite dry and scaly. The edges were 
raised and sharply defined, and the rash and 
Digitized by x^iOOQlC 
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swelling were very disfiguring to the upper part of 
the face, forehead, and eyelids. The nose was 
free, but the area over both cheek-bones was 
severely affected. Later in the disease the rash 
appeared over the upper chest, and to a less extent 
on the limbs, but it was very patchy and soon 
cleared up. It was very irregular, and attacked only 
one side at a time, generally the right. At one 
time all the upper chest was covered with a rose- 
coloured rash, with here and there a few patches 
much deeper in colour. The rash left no pigmen¬ 
tary changes or abnormalities of sensation. It did 
not distribute itself over the areas affected with the 


| found to be affected, preventing her from opening 
| her mouth very wide. The muscles of the back 
I of the head and neck were then affected, and 
1 those of the chest and abdomen soon followed 
suit. The flexors of the abdomen and the long 
extensors of the leg were almost useless. She 
could not rise, but if she were placed in the erect 
attitude she could stand and even walk a little with 
difficulty. There was considerable ptosis of the 
left eyelid. The difficulty of swallowing, the in¬ 
volvement of the small chest muscles and muscles 
of respiration, and the discharge of mucus, etc., 
from the mouth and nose now became more 


oedema or muscle changes, but appeared anywhere, serious. At first there was simply a slight hesita- 
Sometimes it coincided with the other symptoms, j tion before swallowing solids, and assort of stammer 
more often it did not. I in the act of deglutition, accompanied by an un- 

Marked emotional symptoms and despondency | comfortable increase in the quantity of thick tena- 
soon showed themselves. The patient would often cious mucus secreted by the naso pharynx. But 
cry and be very unhappy ; she hardly slept at all, | this difficulty increased in severity until it was 
even when the pain abated for a time. Her temper . quite impossible to swallow solids at all, and 
became very irritable, and it was quite impossible • fluids could only be taken with great difficulty, 
to arrange anything to suit her comfort. As far as Later still the food used to pass back through the 
one could make out there was not any splenic nose, and particles of food and debris would collect 
enlargement, but owing to her helpless condition, there, giving rise to a very unpleasant rhinopharyn- 
and the fact that it was quite impossible to keep gitis. Large offensive scales would frequently come 
her in bed, the examination left much to be desired, j away from the nose. Quantities of thick, tenacious, 
One point I forgot to mention was her extreme foul-smelling muco-pus would be expectorated 
restlessness. She was for ever being moved into j every few minutes. The breath became very 
or out of bed ; she seemed unable to be at rest offensive both to the patient and to those in attend- 
for any length of time. At night her nurse and ance upon her. Frequent washings seemed to give 
her husband would get her settled in bed, only to very little relief. T he gums became very soft 
be compelled, in spite of the pain it caused her, to and spongy, and bled easily. The tongue was 
get her out again. She would get in and out many swollen and tender, and covered with hard, foul 
times in the night, although each time would scales; the lips dry and coated with dirty- 

mean about thirty minutes of intense anxiety and looking sordes. There was difficulty of articu- 

agony. lation, and, owing to the swollen state of the 

Until some twelve or fourteen weeks after the larynx the voice became very husky and muffled 
operation there was no temperature, no sweatings, The stomach seemed similarly affected, and was 
nor was there any albumen in the urine. There very irritable. The smell and other discomforts 
were no crapips, but the pain was constant. There brought on attacks of nausea and vomiting. She 
was no marked loss of weight. But about this at frequent intervals brought up foul, thick mucus 
time she began to complain of a greatly increased freely coloured with blood, sometimes from the 
flow of mucus and saliva from the mouth and j stomach. A microscopical examination of the 
throat. At first it did not bother her very much, mucus revealed pus cells, streptococci, and septic 
but it steadily increased until it made her life a i organisms, but neither tubercle nor diphtheria 

burden. This was accompanied by a gradually I bacilli. There were in the nasal and oral secre- 

increasing difficulty in swallowing. There was no tions dibris of food and cells from the naso- 
paralysis of the fauces or vocal cords, nor was pharynx with a few blood-cells. There was no 
there any sensory change to be detected in the cough, but the frequent efforts to hoik up this 
mouth or pharynx. The muscles of the jaws were distressing discharge was very trying to the patient. 
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She rarely went more than three minutes without 
bringing up about a tablespoonful of this muco¬ 
purulent secretion. It was the same night and 
day, and it prevented her from sleeping or seeing 
anybody but her nurses and doctor and those 
of her family who were in the house. All kinds 
of drugs and washes were tried without much 
benefit. As it was impossible for her to swallow 
solids, and because the large quantities of liquids 
which I was giving her on the advice of Dr. 
Cocheaux, of Brussels, who saw her with me, 
seemed to aggravate her trouble (she was taking 
huge quantities of Vichy water), I determined to 
put her on a limited amount of fluid. All her 
nourishment was given as free from fluid as pos¬ 
sible, and her fluids stopped entirely. The bad 
signs seemed to slowly disappear, but they lasted 
altogether ten weeks. Besides the respiratory 
troubles due to the affection of the mucous mem¬ 
brane and muscles of the mouth, throat, and larynx, 
there was the added difficulty due to the muscles 
of respiration being involved. She for some time 
had difficulty in taking long and deep breaths, 
and had a mild fear of not being able to breathe. 
She was constantly sighing or trying to. 

Early in July, for the first time the patient 
complained of signs of irritation of cutaneous 
nerves. Formication was felt in the middle finger 
of the left hand. Some week or so later this be¬ 
came more marked, and also appeared in the same 
finger of the right hand. Then she was much 
worried by a continual itching of the palms of 
both hands. The middle finger and half the third 
finger of both hands, especially the left, became 
cold to the touch, and seemed to the patient dead 
and numb. These fingers looked bluish and cold, 
and were often mottled. There were no well- 
marked attacks, as in Raynaud’s disease. Dark- 
brown pigment spots appeared on the backs of the 
wrists. There was no loss of sensation or other 
signs of nerve degeneration. 

At this time the patient was in a very helpless 
state. Both legs, the trunk, and the neck and head 
were held in a painful rigidity. The arms rested 
in the position of rest, as if on the arms of a chair. 
The head was forward, the chin on the chest. She 
was unable to move, and only spoke with difficulty. 
Every movement was painful to her, if it ex¬ 
ceeded the very narrow range left to the muscles. 
She could not lift her hands nor open her mouth 


[Aug. 31,1904. 319 


beyond half an inch, and she could not masticate. 
The finger movements and the rotatory movements 
of the arms were good. All the joints were free, 
but the stretching of the muscles was so painful 
that she could not move them. The oedema was 
bad all over the body, but worst in the legs. The 
patient was still stout-looking, but very pale and 
weary. The muscles were still normal electrically, 
and there was surprisingly little loss of power. The 
trouble still seemed confined to the sheaths of the 
muscles. Except while the muco-pus was coming 
away in quantities there was no temperature, but 
during that time it occasionally went up to ioi° 
to 102 0 . Early in August these very bad signs 
improved very much. The frequency of mictu¬ 
rition, which had been very troublesome off and 
on all through, got much better. Suddenly, 
although improving in other ways, a large quantity 
of albumen appeared in the urine. She took in 
the twenty-four hours 30 oz. of fluid, besides that 
in her food, and only passed 4 oz. There was no 
diarrhoea or sweating. This went on for a few 
days and the patient became constipated ; the 
eyes got very puffy, and the skin itched all over. 
The irritation of the hands got worse, and she 
vomited mucus mixed with blood. The albumen 
appeared on August 6th, and on the 10th it 
had cleared up entirely in the most extraordinary 
manner. She continued for several days very 
poorly and depressed, but the albumen did not 
reappear. She felt very chilly and cold, but she 
had complained of that off and on for some weeks. 
She was very irritable, restless, and unwilling to 
make any effort to help herself. One had great 
difficulty in making her try to get well. About the 
middle of August she began to improve. The 
muco-pus had already cleared up, and only left a 
rather troublesome excess of secretion. All the 
foul smell had gone. The swellings came and 
went, and on the whole improved. She walked 
and moved better. The depression was still a 
source of anxiety, but even that improved, and at 
times she was quite merry. She slept better, and 
could swallow fluids and semi-solids with much 
less difficulty. The pains were more bearable. 
She had a curious sensation in the hands, as if 
they were perspiring all over, probably due to some 
vaso-motor changes. There was no muscular 
wasting. The measurements of the correspond¬ 
ing limbs were equal when the oedema was not 
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present. On the back of the left wrist for two 
months there had been a coffee-coloured stain reach¬ 
ing from the carpus to the bases of the phalanges, 
with here and there deeper coloured patches. 
This stain gave place later on to a whitish-blue 
patch; it was smooth, soft, and silky-looking, the 
hairs had disappeared, and the skin had lost its 
natural lines and looked the colour of milk and 
water. The deeper coloured pigmented spots 
remained. A septic gland appeared in the middle 
line under the chin, and gave a little trouble. The 
improvement in all other ways continued. I migVit 
mention that the menses were regular and some¬ 
what profuse all through the first seven months of J 
the illness, but ceased altogether in the eighth. | 
There never was any purulent discharge from the j 
vagina. 

The patient improved all through August and | 
September, and began to walk about and came ' 
downstairs without help. At the end of September j 
she was so well that she decided to go to Belgium 
for a change and see her relations. She packed 
all her things herself and was well enough to be 
taken in a special carriage. I was glad to fall in 
with her wish for a change on account of her 
emotional temperament. Everything in her home 
and her surroundings suggested pain and sickness, 
and as she was strong enough to travel with a 
nurse I rather encouraged her to take the risk. 
Several times after she left I heard that she was 
improving and was continuing the gentle protective 
exercises : these were very necessary on account of 
the danger of shortening of the muscles, as it was 
the head was carried poked forward, the knees 
were a little bent, and the arms could not be fully j 
extended. 

Some six weeks later I heard /rom the nurse 
that the patient was rather difficult again and was * 
not continuing the treatment. She wished to 
remain in bed and not be moved. Her doctor 
also was of opinion that absolute rest was desir¬ 
able and kept her still. She then refused to let the 
nurse wash her or to attend to her properly, and a 
large, obstinate bedsore developed. Suddenly the 
temperature went up to 104° and a few days later 
the patient died. Her doctor attributed the death 
to influenza. Jt seems that directly the passive 
movements of the muscles were stopped the patient | 
got more and more helpless, and no doubt she had . 


ing end to an interesting case, and I am sorry that 
owing to the death taking place abroad I did not 
get more details as to the condition of the patient 
towards the end. 

It will be observed that the history of this case 
does not tally with the description given in Clifford 
Allbutt’s work nor in the ‘ Encyclopaedia Medica.’ 
The oedema in this case did not appear over the 
affected muscles only, nor was it constant The 
rash too was only in one or two places over the 
painful muscles, over the abdomen, lower chest, 
back of the neck and legs ; all places where the 
pain was worst there was never any rash. There 
was no temperature all through except when the 
throat was very septic. There were no cramps, 
but rather constant pain, nor were there at any 
time excessive sweats such as most cases seem to 
suffer from. There was no alteration of muscular 
reactions while the case was under my observation, 
nor was there any muscle atrophy up to the time 
of her leaving England. Lastly there were in my 
case the very marked mental irritability, great 
depression, and the inability to remain long in 
any position, although it cost her great pain and 
those round her great trouble to move her. 
Another point was the peculiar appearance of 
albumen in the urine, which came on quite suddenly 
and cleared up as unexpectedly in a few days. 
Even when she left she had some little difficulty in 
swallowing solids, but not enough to prevent her 
going on solid diet. 

No drugs seemed t6 have any effect on either the 
pain or the swelling. Thyroid extract was tried 
among the others. Electricity in its various forms 
likewise failed to give relief. 

The only thing that relieved her in any way was 
constant and gentle physical movements, a most 
careful regulation of the diet, a very limited amount 
of fluids, and occasionally some such drug as 
phenazone given with large doses of alkalies, 
twenty or thirty grains of bicarbonate of soda. 
Mercury in small doses frequently given seemed 
to improve the septic condition of the mouth and 
stomach. 

Hay Fever. —Parsons advocates the use of supra¬ 
renal extract about two weeks before the attack 
usually occurs, giving two grains three times a day, 
with a view to retarding and mitigating the affection 


a regular relapse. To me it was a very disappoint- | as f^r as possible .—Medical Record,\ No. 1758, p. 95. 
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TWO CLINICAL LECTURES 

ON 

CANCER OF THE UTERUS. 

Delivered at the London Hospital, 

By ARTHUR H. N. LEWERS, M.D.Lond., 
F.R.C.P., 

Senior Obstetric Physician to the London Hospital, and 
Lecturer on Midwifery in the London Hospital 
Medical School. 


Lecture I. 

ON CANCER OF THE CERVIX. 

Gentlemen, —The subject I have chosen to-day 
is cancer of the uterus. I would remind you that 
the uterus consists of a cervix and a body, and 
cancer may begin in either of these situations. 
Making a rough sketch of the uterus on the board 
and drawing a line thus at the internal os, you 
will see that any malignant growth beginning in the 
part of the uterus above that line (at the level of 
the internal os) will be cancer of the body of the 
uterus, and any growth beginning below the line 
will be cancer of the cervix. Cancer of the cervix 
is very much the commoner disease, and the con¬ 
sideration of it will sufficiently occupy our time 
' to-day. 

As regards cancer beginning in the cervix, it 
may begin in the vaginal portion, or in the supra¬ 
vaginal cervix; so we have cancer of the vaginal 
portion and cancer of the cervix proper. For 
clinical purposes we may define the vaginal portion 
as being that part of the cervix which you see 
when the patient is in the ordinary examining 
position, and you have passed a Sims’s speculum 
and a retractor. That is not quite the same 
definition as that made by some authorities, but it 
is a practically useful one. Cancer may begin in 
some part of the vaginal portion as just defined so 
as to be visible through the speculum. On the 
other hand, you may have cancer beginning in the 
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cervix proper, and.then little or nothing abnormal | 
may be visible through a speculum. 

To go into the history of the matter a little, 
cancer of the uterus, and one is now thinking more 
particularly of cancer of the cervix, was an absolutely 
hopeless and incurable disease until some thirty > 
years ago or thereabouts. If a patient had cancer 
in that situation she was ipso facto doomed ; she 
must die, and nothing could be done for her except 
to alleviate the symptoms as much as possible 
until the inevitable end. But during the last ( 
thirty years there has been considerable improve- l 
ment in that respect; and although the absolute 
number of cases where anything approaching a 
cure has been effected is small, still the number is 
sufficiently considerable to make us hopeful as 
regards the future. Of course, anyone who talks 
of “ a cure ” in connection with such a disease as j 
cancer should be prepared to offer very complete , 
proof- In the case of cancer of the cervix, for I 
instance, if a case is brought forward which is said 
to have been cured—I am speaking more especially - 
of cures by operation, but the same applies where 
a cure is claimed as the result of any kind of treat¬ 
ment—it is essential that a specimen of the growth 
should be available for examination, independent 
examination, and that it should have been kept so 
that examination may be made at any time, so that 
the nature of the disease may be placed beyond 
any manner of doubt. First, then, we must have ! 
no doubt that the growth which has been removed 
(or treated) is really malignant. And secondly, it | 
is very important, though it is a matter of con- ! 
siderable difficulty, to watch the subsequent pro- . 
gress of the patient. Hospital patients change 
their addresses so frequently that to follow them 
over a long period of years is a very difficult j 
business. Still, sometimes it is possible to do it. | 
That enables one to establish the second point, 
namely, that the patient should be examined, or 
absolute proof of her condition provided, at a date 
remote from the operation. The most satisfactory | 
thing, of course, is to examine the patient yourself. | 
Some of you know that patients I have operated 
upon many years ago have been in the habit of I 
coming to the hospital now and then, and at those 
visits I have examined them and made a note of ! 
the condition as to whether or not any signs of ; 
recurrence were present. But there are some cases j 
where the patient is at a distance and it is | 


practically impossible to see her. One patient I 
am thinking of has since her operation gone to 
Australia, and I have a letter from her every year 
on or about the anniversary of her operation, in 
which she tells me about her condition. That is 
not so satisfactory as examining the patient. At 
the same time, it is not so unsatisfactory as it might 
appear, because when you get recurrence in cases 
of cancer of the cervix the downward progress of 
the patient is very rapid. For instance, if you 
get a letter from a patient, on June ist, saying 
that she is perfectly well as far as she knows, 
that there is no discharge, and that she is per¬ 
fectly healthy, it is at any rate good evidence 
that she was free from recurrence a year previous 
to the date of the letter; because it is inconceiv¬ 
able that she could have had recurrence for a year 
and still write of herself at the end of the year as 
being in perfect health, since, as I have said, the 
downward course of such cases after recurrence is 
very rapid. Of course, when we speak of cancer 
under any circumstances as being a curable disease 
we must be very careful what we mean. “Curable” 
is a word which one is very unwilling to use, be¬ 
cause it is so much abused by quacks and people 
of that class with whose methods we have nothing 
whatever to do. The class of case where there is 
a fair chance of curing cancer of the uterus is that 
in which you get the disease in an early stage. 
That is, unfortunately, quite the exceptional thing. 
I should think 95 per cent, of the cases of cancer 
of the uterus which come before us are, at the time 
when they first come under observation, much too 
far advanced for any possible hope of cure by 
operation. To alter the present condition of 
things for the better we must look in two directions. 
In one direction we have the profession. If the 
profession, that is to say yourselves, are alive to the 
early symptoms of cancer of the uterus, there will 
be a better chance that any patient who comes 
under your care will be seen and properly dealt 
with when the disease is in the curable stage. So 
that it partly depends on the profession. It also 
depends on the public. I do not think we shall 
get a very great improvement in the proportion of 
cases that come early till women themselves are 
more alive to the significance of the slight early 
symptoms of cancer of the uterus, and I believe— 
and I have suggested it elsewhere, and since that 
time other people have fallen in with the idea to 


Digitized by 


Google 




The Clinical Journal.] 


DR. LEWERS. 


[ Sept. 7,1904. 323 


some extent—it is possible to do something in the 
way of educating women to understand what these 
symptoms are. We need not go very much into 
detail to-day, but seeing that there is a large 
number of women engaged as matrons and nurses 
it might be possible for an impersonal body, such 
as the Cancer Commission, to circulate among 
nurses and matrons in hospitals and women in a 
similar position a leaflet or pamphlet pointing out 
the chief facts about cancer of the uterus, which it 
is so important for them to know. That is to say, 
that cancer of the uterus, if it is seen in an early 
stage, has a fair chance of being cured, but that if 
it has got into the later stages we can do nothing 
for it. The leaflet might also mention briefly what 
the symptoms are. We will come to those later- 
In some such way through the entire country 
there would be many thousands of women who 
would, at all events themselves, be better in¬ 
formed as to what the facts are as regards cancer 
of the uterus than they are to-day ; and they would 
be in a position to use their knowledge amongst 
the people with whom they came into contact. It 
would anyhow be doing something towards the 
end in question, that is, to make women them¬ 
selves better alive to the significance of the early 
symptoms of cancer of the uterus. 

There are one or two other things which I think 
have contributed to make us get these cases so 
frequently too late for radical treatment. One is 
that in the public mind pain is associated with 
cancer. Of course, pain is one of the symptoms 
of cancer of the uterus, but it is a late symptom; 
and it cannot be too clearly impressed upon your 
minds that, as regards cancer of the cervix, pain is 
a thing which comes on quite late, when the 
disease has almost invariably passed into a hopeless 
condition, as far as the chance of cure is concerned. 
The public, and those of the profession who 'are 
not aware of it, think that if the patient is not 
complaining of pain, whatever is the matter with 
her, it cannot be cancer, and in that way valuable 
time is lost. I think that is distinctly one of the 
causes of getting cancer of the uterus so often in 
an advanced stage. Another cause is perhaps that 
in general practice it is not quite so easy to examine 
patients promiscuously as it is when seeing them 
in the gynaecological department of a hospital. 
Nearly every woman who comes up to that depart- 


she is almost always examined as a routine 
measure. But in general practice that is not 
the case. A vaginal examination is rather a 
serious matter ; it is looked upon by the patient 
in the light of an ordeal. You will have to 
think about it cautiously before you suggest it. I 
am talking of general practice. And therefore, 
supposing the doctor thinks it fairly probable that 
whatever is the matter with the patient it is not 
cancer, he is apt to let time go on instead of press¬ 
ing for a thorough investigation at the earliest 
possible moment. I think that may be overcome 
by a certain amount of tact, as may other difficulties 
of the kind. If it be pointed out to the woman 
what a very important thing it is to make sure as to 
what is the matter, there are very few—though there 
are some, for I have met them occasionally myself— 
who will in the end refuse to be examined. In the 
past, of course, people thought that cancer of the 
uterus was an incurable condition, and that it did 
not matter much at what moment the final diagnosis 
was made, since, as it was incurable, one might as 
well know it late as early. But that is quite 
different now. Some of the cases may be definitely 
cured by operation if seen early, or, to put it 
another way, if we object to the word “cure” in 
this connection, they may be made free from the 
symptoms of cancer for long intervals, as long as, in 
one case in my own experience, sixteen years, a 
period of freedom from recurrence which I think 
most people will accept as equivalent to a cure. I 
have one or two specimens here which I will hand 
round by-and-bye. First, therefore, you must 

I recognise that such cases may perhaps be cured if 
; you get them early. If you do not get them early, 
nothing whatever can be done for them. Therefore 
J you will see there is the greatest necessity for a 
thorough investigation when the symptoms are first 
complained of. 

Let us consider another point. It is a common 
thing to find people regarding cancer of the cervix 
as necessarily a disease of advanced life.. That is, 
of course, a great mistake. It occurs, we know, in 
old women, and may occur frequently in elderly or 
middle-aged women. But it is not at all rare to 
get cancer of the cervix in quite young women. I 
went through several of my cases on this question. 

I took 100 cases which had been under my care 
in the hospital, and I divided them up into 


ment in a hospital expects to be examined, and 
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You will see from this that the number under 30 
is quite small. Still, there are some under 30, and 
you must therefore bear in mind that you may 
have cancer of the cervix in a young woman who is 
under 30. In the decade 30 to 40, when they are 
still young, the figure immediately rises to 33 per 
cent.; and in the period from 40 to 50 it is not 
very much more. It is important, therefore, to 
bear in mind that the liability to cancer of the 
cervix between the ages of 30 and 40 is practically 
the same as that between the ages of 40 and 50. 
So a woman aged 31 with suspicious symptoms 
must be looked upon as liable ta have cancer and 
be very carefully examined, and not dismissed 
because she is 31 and therefore unlikely to have 
cancer. If you look at the figures in another way 
you will see that 67 per cent, of the cases were 
between the ages of 30 and 50. So much with 
regard to the age. Now we come to another im¬ 
portant point, and that is with regard to the fertility 
of the women. Most of you know that patients with 
cancer of the cervix, in a large proportion of the 
cases, have had families. I analysed 100 cases of 
cancer of the cervix with regard to the number of 
children, and I found 47 per cent, had had five 
children and upwards, and in many cases a good 
many more children than five. Another remarkable 
point in the same direction is that only 13 per cent, 
had had no children at all. The causal relation 
of child-bearing to cancer of the cervix will come 
out clearly if one looks at the figures obtained by 
analysing two other series of cases which were not 
cases of cancer of the cervix. I took 200 con¬ 
secutive cases from my private case-book which 
were not cases of cancer, and analysed them with 
regard to the number of children. I took two 
separate hundreds so as to diminish the margin of 
accidental error, and that worked out in this way : 
Only 13 per cent, had had five children. On the 
other hand 30 per cent, had been sterile. That 
contrasts very strongly with the other figures. Of 
the cancer cases 47 per cent, had had five children 
and upwards, but of 200 cases not suffering from 
cancer, taken consecutively, only 13 per cent, had 
had five children and upwards. These figures 


strikingly suggest that there must be a causal 
relation between cancer of the cervix and child¬ 
bearing. What it is we are not quite prepared to 
say. I should take it that the fact that a woman 
had had five children and upwards is to be looked 
upon as a cause predisposing her to cancer of the 
cervix. These figures may be used in another way. 
The 100 patients with cancer of the cervix had 
had a total number of 483 children. In each of 
the two series of 100 cases which were not cancer 
the totals were 183 and 243 respectively. This 
shows a very striking difference in the two series. 
In other words, the series with cancer had had 
twice as many children as those in the other 
series. 

With regard to heredity . We cannot trace 
heredity in a sufficient number of cases to make the 
connection more than accidental. 

Now let us look at the symptoms of cancer of 
the ceJntfx. The earliest symptom, as a rule, is 
bleeding, that is to say, bleeding at some time 
other than at the ordinary menstrual period. That 
is by far the commonest early symptom. And this 
bleeding is particularly significant if it occurs after 
coitus. There are other causes of bleeding after 
coitus besides cancer, but this bleeding after coitus 
is so commonly an early symptom of cancer that it 
should always lead to an examination. In a certain 
minority of cases this inter-menstrual bleeding is 
preceded by a yellow discharge. There is nothing 
very significant about this. Later we have pain 
and an offensive discharge. I ask you to notice 
particularly that there again the public, and to 
some extent the profession, associate offensive 
discharges with cancer. Of course the discharge in 
cancer at the later stages is very offensive practi¬ 
cally always, but for a long time in the early stages, 
when the case is perhaps curable, the discharge is 
not at all offensive, but perfectly sweet. So both 
pain and an offensive discharge are late symptoms. 
Practically the only early symptom is bleeding at 
some irregular time. There are one or two other 
points about the early stages of cancer of the uterus 
which it is very important to bear in mind. You have 
at that stage no cachexia and no wasting. Those 
are important points, because you often associate 
cachexia with malignant disease: and conversely, 
if the patient does not look cachectic, you conclude 
that probably she has not got malignant disease. 
But with regard to cancer of the uterus that is a 
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fallacy. With regard to cancer of the cervix, you 
do meet with cachexia, but late in the disease, and 
the same may be said with regard to wasting. The 
fact cannot be too strongly impressed on every¬ 
body that for a long time in cancer of the cervix 
the patient looks the picture of health ; and there 
are cases not rarely where patients afflicted with 
cancer are excessively fat. I have seen several 
cases where the women weighed anything from twelve 
to fifteen stone, and had rosy cheeks and looked 
in every way perfectly well. So remember that 
there are wasting, cachexia, and pain in this 
disease, but they come late. The offensive dis¬ 
charge is also a late symptom. So it comes to 
this, that any unexplained bleeding which occurs 
between the periods should at once arouse a sus¬ 
picion in the mind of the practitioner that the case 
may be one of cancer of the cervix, and I cannot 
too strongly impress upon you the necessity of 
making an examination in such cases as soon as 
possible. 

Coming now to the physical signs, I will mention 
some of the gross naked-eye appearances which 
are met with in cancer of the cervix. Here we 
meet with well-known terms, but I do not think 
they are any the worse for that. I do not think we 
can very well better them. Some people show a 
tendency to be contemptuous of such expressions 
as “ cauliflower ” excrescence, and they are some¬ 
what severe upon what they term botanical nomen¬ 
clature. Yet after all there is a considerable ad¬ 
vantage in comparing a thing with something which 
you know and everybody else knows ; and the 
same principle provides the whole nomenclature in 
current use. We talk about a mulberry rash, or of 
things being the size of a millet-seed, or of an 
orange or cocoa-nut, and the like, and I do not 
think we shall better the term cauliflower excres¬ 
cence. So the first clinical type of cancer of the cervix 
to which I will call your attention is the cauli¬ 
flower excrescence —and we are now talking especially 
of cancer of the vaginal portion, for cauliflower 
excrescence arises from that part of the cervix. I 
will hand round one or two specimens of the cauli¬ 
flower excrescence in different stages. Here, for 
instance, is a specimen of it in the early stage, and 
you will see that there is a definite raised growth— 
a definite something evidently additional to the 
ordinary tissues of the cervix. In the preserved 
specimen it is a little difficult to see more than 


that, except that there is a projecting raised patch 
about the size of a two-shilling piece on one lip of 
the cervix which distinctly overhangs the adjacent 
mucous membrane, which is healthy, and that the 
surface of the growth is somewhat irregular. It is 
not very easy to see this now in the preparation, 
but in the course of clinical work the surface of the 
patch is found to be papillary. I should think that 
on the whole the cauliflower excrescence is the 
commonest variety of cancer of the cervix. The 
characters of the growth are that it is soft, and, 
most important of all, that it is friable. As com¬ 
pared with other things which may project from 
the cervix, and may to some extent look like it— 
such as erosions—the distinction is that they are 
riot friable. If you press on a cauliflower excres¬ 
cence like the one I show you with a blunt instru¬ 
ment, such as a sound, gently, you will find there 
is no difficulty in breaking down the growth. That 
is a very important character in all these malignant 
growths on the cervix, and there are very few excep¬ 
tions to that. As in this specimen also, the ex¬ 
crescence may be sessile, but a certain number of 
them are indistinctly polypoid; you have a mass 
projecting much more distinctly, and forming a 
projection one inch and a half or more in length 
from the surface of the vaginal portion. But these 
polypi or pseudo-polypi may always be distinguished 
from innocent polypi by paying attention to the 
state of the pedicle. In the case of malignant ex¬ 
crescences of that kind the pedicle always shows an 
imperfection somewhere. If you are dealing with 
an innocent fibroid polypus, you can trace the 
continuity of the pedicle right round, but when 
you try to do that with pseudo-polypi of a malig¬ 
nant character you find the pedicle is indistinct for 
perhaps two thirds of its circumference, and in the 
remaining part the growth shades off into the rest 
of the tissue of the cervix without any definite 
circumscription. I think those are sufficient points 
for me to mention to enable you to recognise these 
cauliflower growths. Another form assumed by 
malignant growths on the vaginal portion of which 
I have not a specimen here to show you, but which 
you occasionally meet with, is that of a hard raised 
patch or plaque. That cauliflower excrescence 
which I have just passed round feels soft to the 
finger. The hard raised patch projects in the same 
way from the vaginal portion, but feels cartilaginous 
in hardness, and it is also friable by the test which 
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I mentioned just now; if you press the sound 
against the hard malignant plaque you will find it 
will go into it. This form also readily bleeds on 
examination. There is another form, in which you 
get a definite nodule, and that is called the nodular 
form. It begins in the substance of the cervix, and 
gradually makes its way in one direction or another. 
I show you a particularly good specimen of the 
nodular form of cancer of the cervix. The 
bright yellow part consists of squamous epithelium, 
which is still healthy. Over an area about the 
size of half-a-crown you will notice the white 
colour is missing, and there is a smooth hemi¬ 
spherical elevation. That is the malignant growth. 
It has a uniform outline. It is also friable, and 
bled on examination quite readily. You can see 
in that specimen, too, the great thickening of the 
affected lip; and if you look at the unaffected lip 
it measures about a quarter to half an inch across, 
whereas the affected one is quite one inch and a 
half across, or more. This is an example of a 
malignant nodule growing in one lip of the cervix. 
The great thickening of the affected lip is an 
important sign. We said just now that these things 
are friable, and that is the common character of 
them. Almost all of them are friable. There is 
only one exception. I refer to a case where .there 
s a uniform enlargement of the vaginal portion, 
suggesting there is something seriously wrong, but 
when you press on it with the sound it does not 
break down readily. I have seen one or two of 
those cases, although they are exceptional. But 
what happens is that from a number of points on 
the surface little yellowish white drops of fluid or 
semi-fluid consistence exude, if you press on the 
surface with the sound. You may call it a 
punctiform exudation of puriform fluid. As I say, 
I have seen that in several cases. The sound does 
not go into the tissues, as in the other specimens, 
but it causes this puriform material to exude in 
drops from a number of points alt over the surface. 
That seems to be caused by the surface epithelium 
having for the most part retained its cohesion ; it 
has just broken at a few little points, which enable 
the puriform fluid to ooze up on pressure. If you 
examine such a case under an anaesthetic, and get 
hold of such a cervix with the volsella, the volsella 
will go through it, as in the other cases. It is only 
on gentle examination clinically that you find such 
an instrument as the sound does not go into it. 


There is still friability as in the other cases, but it 
requires more to make it evident. 

Another form in which cancer of the cervix 
commonly occurs is that of the crater-like ulcer. I 
show you a very early example of this. It is the 
specimen which belonged to the patient upon whom 
I operated sixteen years ago, and who survives to 
this day. Microscopically, it is a squamous 
epithelioma. Very often the ulcer reaches to a 
much greater depth than in this specimen. What 
I want to call your attention to with regard to the 
crater-like ulcer is that in many cases the apparent 
ulcer is not in the cervix at all at the time when you 
first see the case. It is so in this specimen, and in 
fairly early stages the ulcer is still in the cervical 
tissue. But in many of the cases when they come 
to you the boundary of the ulcer is not formed by 
the cervix at all. The growth spreads peripherally, 
and outside the growth there is, of course, an area 
of infiltration, in the middle of which you have the 
growth breaking down and forming a deeper and 
deeper cavity, the infiltration extending peripherally. 
There is thus a hard ring, and you find your finger 
goes into a ragged cavity one inch and a half or 
more across, bounded by the hard ring. You may 
think that the ulcer is in the cervix, but in many 
cases it is not; it is really bounded below by 
infiltrated vaginal wall and higher up by infiltrated 
connective tissue outside the cervix altogether. It 
is important to remember that, because in some 
cases the ulcer shows some mobility, and you may 
therefore come to the conclusion that the case is 
operable. It is only in the early stages that the 
malignant crater-like ulcer is in cervical tissue; in 
the later stages the lower boundary is formed by 
infiltrated vaginal wall and connective tissue outside 
the cervix. The forms I have mentioned are the 
typical varieties of cancer of the cervix to bear in 
mind, the caulifloivcr excrescence , the hard raised 
patch , the malignant nodule, and the crater-like ulcer. 
They are the chief clinical types of the disease. 
There are one or two exceptional cases which one 
gets now and then. We had one in the ward only 
a very short time ago, where there was a diffuse 
malignant infiltration of the cervix. And it is very 
apt to be overlooked, for the cervix is without any 
deformity, and without any projecting growth. 
The points about it are that there is no deformity 
at all, no patch, no raised plaque, no nodule any¬ 
where, but the whole cervix is affected fairly 
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equally by the growth, so that, looking at it through 
the speculum, or feeling it, you do not at first find ! 
anything wrong. But if you examine such a case ! 
under an anaesthetic you nearly always find evidence 
in the cervical canal if you evert the lips of the 
cervix with the volsella. The tissue is friable, as in 
the other varieties. But it is a form very apt to be 
overlooked. This patient I have mentioned had 
been for several months under treatment; she had i 
been bleeding, and the practitioner in attendance 
thought the bleeding came from the body of the 
uterus. The cervix was dilated on two occasions 
with the view of exploring the endometrium, but 
the cause of the bleeding lay in a cancerous growth 
of the cervix of this type. It was diffuse generally 
through the tissues of the cervix, and was very apt 
to be overlooked by anybody who was not familiar 
with this variety. By the time I got the case the 
disease had spread too far for operation to be 
advisable. 

Cancer of the cervix is comparatively easy to 
diagnose, if it forms a projecting growth or ulcer | 
which you can see or feel, but sometimes the 
growth begins in the cervix itself, out of sight and 
out of the reach of the finger, and all you have to 
go upon for its recognition is the continuous 
bleeding. But it is quite in the cervical canal. As 
a matter of fact, clinically, if you have the patient 
under an anaesthetic and pull on one of the lips of 
the cervix, you will generally see something to 
suggest serious mischief just inside. It is very rare 
that it is so high up that by everting the lips of the 
cervix you cannot find something there. These 
are the cases which are especially liable to escape 
notice until a late stage of the disease. The others 
w'hich I have mentioned are almost certain to be 
recognised on examination; but when the disease 
begins in the cervical canal it is apt to be overlooked 
for some time. Sometimes slight undue patency 
of the external os is another significant sign. The 
growth may spread down so as to produce a little 
ulceration just out of sight and just inside the 
external os. The effect of that is to make the os 
a little more patulous than it ought to be; and in 
a case with symptoms suggestive of cancer a little 
extra patency of the external os is somewhat 
significant as a physical sign. 

With regard to the body of the uterus, in cancer 
of the cervix it is unaffected as a rule; you may 
have fibroids complicating cancer of the cervix, and 


in that case the enlargement of the body is due to 
the fibroids. Again, you may get the internal os 
I closed, and the cavity of the uterus above it dilated 
by the gradual accumulation of pus. But this 
enlargement is only an exceptional occurrence. 

We may now run rapidly over the differential 
diagnosis. First of all there is erosion. An erosion 
is generally more or less bilaterally symmetrical. 

! And if you press on it with the sound when you 
look at it through the speculum it does not break 
down. It bleeds, but it does not bleed freely. In 
the case of cancer there is very free bleeding on 
gentle examination; there is hardly anything else 
which bleeds like it. If you are not mopping the 
cervix roughly, and the speculum fills with bright 
blood, that is very strong presumptive evidence of 
cancer. An erosion will bleed slightly if you are 
rough with it, but that is not like the bleeding in 
cancer. In erosion there is no evidence of 
actual loss of substance such as you get in 
cancer. There is nothing like the loss of substance 
| which you saw in the specimen of early malignant 
ulcer I passed round. Again, to distinguish an 
erosion from the cauliflower growth I may say that 
in the erosion there is no projecting growth at all, 
no addition to the tissue of the cervix proper. 
Attention to those points will generally make it 
clear. Fibroid polypus we discussed just now. 
With regard to the pedicle, in fibroid polypi it is 
distinct and traceable all round and firm, and you 
cannot break it down, whereas in a cancerous mass 
of the polypoid form the pedicle is not distinct 
throughout, it shades off somewhere into the general 
substance of the tissue of the cervix. With regard 
to the mass itself, the fibroid polypus is a firm, 
leathery, tough thing: it has a smooth surface, and 
unless it is actually sloughing you cannot break it 
down with the examining linger; even when it is 
sloughing you can only break down the sloughing 
portion. Occasionally mucous polypi are mistaken 
for malignant disease, and vice versa . One should 
also remember what we may call the antecedent 
stage of mucous polypi. It is not very rare to find 
little mucoid projections from the cervix. They 
have no stalks, so you cannot properly call them 
polypi, but they are outgrowths from the mucous 
surface. They cause a little bleeding, but only a 
little, and on many occasions there is bleeding 
after coitus, which is very suggestive, and sometimes 
gives rise to great alarm. But if the observer who 
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looks at them has an experienced eye, these 
growths have not the look of a nodule of malignant 
disease. If you are not of sufficient experience to 
dismiss them in that way, you can for a short time 
try the effects of treatment. Touch the suspected 
little mucoid growth with the cautery (a sound 
heated in a spirit lamp does for this very well). 
The little ulcer so formed heals up quickly—in, 
say, ten days or a fortnight—but not if the growth 
was cancer. If you are anxious to be still more 
precise, you can cut it out and have it examined 
microscopically. 

I now pass to another condition which has to be 
diagnosed from cancer of the cervix, viz. 
tuberculosis of the cervix. But primary tuber¬ 
culosis of the cervix is very rare. The cervix 
is occasionally affected by tubercle, but generally 
in such cases the patient has signs of tubercle 
elsewhere, such as phthisis, or tubercular 
peritonitis. As far as I am aware, I have only 
seen one case of primary tuberculosis of the cervix. 
I did not diagnose it; I thought it was cancer of 
the cervix. Accordingly I rrtnoved the uterus, and 
when I was investigating it afterwards I found it 
showed typical tubercular nodules with giant cells 
characteristic of tubercle. But the naked-eye 
characters were the same as those in many cases of 
cancer of the cervix. So you should bear in mind 
the occurrence of primary tuberculosis of the cervix, 
and remember that it has been mistaken for cancer. 

There is another and commoner condition which 
ought to be mentioned, and that is, when you have 
a cervix which has been badly lacerated and the 
lips of the cervix everted. Occasionally through the 
speculum such a cervix presents an appearance in 
some ways suggestive of cancer. It is red, or at 
least there is a large red area on it, it is hard in 
places, it bleeds on examination, but if you try the 
test we have mentioned, namely, its friability— 
which is one of the most satisfactory tests of 
malignancy,—you will find that it will not break 
down, neither will it bleed freely on examination ; 
it will bleed a little if you press on it at all 
roughly. The lips of the cervix gape outwardly 
when there is a laceration at one or both sides, and 
if you use a tenaculum it is not difficult to bring 
the lips more or less into their original position, 
and so you recognise what the condition really is. 

I mentioned the hardness of such a cervix, and 
that brings me to a point to which I wish to call 


your attention. Many people tell you that one of 
the signs of carcinoma of the cervix is that the 
growth appears hard. If you have followed what 
I have said you will see that it is quite exceptional 
for it to be hard. The one variety among those I 
have mentioned to-day in which the growth had a 
hard character was the hard raised plaque, but all 
the others are quite soft; the cauliflower growth 
and the polypoid malignant mass are soft, so that 
hardness is not .an infallible test; in fact, it is an 
exception to get hardness in the region of the 
growth itself. 

I will now say a few words as to the directions 
in which cancer of the cervix tends to spread. It 
spreads down to the vagina, and this is especially 
true of the squamous “ cauliflower ” growths. Ijt 
tends also to spread into the connective tissue all 
round the cervix, and you can see this very well in 
some of the specimens which have been handed 
round. Finally, it may spread up into the body of 
the uterus. It does that in only a small proportion 
of cases. 

There is not much time left, but I want to say 
a little about the treatment of cancer of the cervix. 
The only effectual treatment is by operation. And 
in order that the operation may be of the slightest 
use it must be done when the disease is still limited 
to the uterus itself. Once the disease has spread 
to the vagina, or got into the connective tissue 
round the cervix, you may remove the uterus but 
you cannot remove ail the infiltrated connective 
tissue, and therefore the operation is a failure. 
That is the test of whether the operation ought to 
be done or not; is there fairly good evidence that 
the disease is limited to the uterus ? If so, it is 
worth while doing a radical operation. But if it 
has spread to the vagina at all extensively, or to the 
connective tissue round the cervix, and more 
particularly to the broad ligaments and utero- 
sacral ligaments (and you judge of this by feeling 
that these ligaments have become thick and 
inelastic), it is no use doing a radical operation. 
Granting we have an early case of cancer of the 
cervix, the operations which are worth doing are 
the operation called the supra-vaginal amputation 
of the cervix and hysterectomy. Formerly I did 
the supra-vaginal amputation of the cervix, and 
some of these specimens passed round to-day were 
removed by that operation. It follows from what 
we said, that as the disease tends to spread chiefly 
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to the vagina and to the connective tissue round 
the cervix, and very little to the body of the uterus, 
if you remove the whole of the cervix at the level 
of the internal os, then in a fair proportion of the 
cases you are removing all that is necessary to give 
the patient the best chance of avoiding any return 
of the disease. And that that is so has been proved 
by my cases, for one of the patients is alive now, 
sixteen years after her cervix was removed. But 
sixteen years ago vaginal hysterectomy was a much 
more serious operation than it is at the present 
time, and the slighter operation offered apparently 
the same advantages as the more severe one, and 
therefore one was inclined to adopt it. For a long 
time I performed vaginal hysterectomy only in 
cases where cancer had begun in the body of the 
uterus, or where it had spread into the body, and 
treated early cases of cancer of the cervix by supra¬ 
vaginal amputation. But as time has gone on, 
vaginal hysterectomy has become a less serious 
operation, and that is one reason why we now adopt 
it more readily. Again, in the process of watching 
these cases after supra-vaginal amputation of the 
cervix one notices certain drawbacks of that 
operation, not generally serious, but still entitled to 
some consideration. When you cut the cervix off 
at the internal os, if the patient is at an age when 
she is still menstruating she will very probably have 
dysmenorrhoea, and that of course is a disadvantage. 
In one of my cases, unfortunately, the contraction 
went on to absolute occlusion, at the level where 
the cervix had been removed, with the result that 
the patient got a hsematometra. But that is 
exceptional. These are, however, objections to 
supra-vaginal amputation of the cervix and reasons 
why at the present time with the lessened mortality 
of vaginal hysterectomy we treat all operable casls 
by vaginal hysterectomy. I lay great stress on 
examining cases under an anaesthetic, if you have 
the slightest doubt as to their suitability for 
operation. Only under such circumstances can you 
examine the state of the broad ligaments satis¬ 
factorily, and test how far the case is likely to be 
benefited by operative treatment. So that I should 
advise you to examine doubtful cases carefully under 
an anaesthetic, drawing down the uterus to the 
vulva to make sure of the mobility of it, and if you 
find reason to believe that the disease is limited 
to the uterus, vaginal hysterectomy should be 
performed. 


I will now give you the after-results as far as my 
own experience has gone, up to the year 1899. Up 
to April, 1899 ,1 had had thirty-three cases of caricer 
of the cervix treated by supra-vaginal amputation, 
and they have all been tested in the way I told you 
about at the beginning of the lecture; by the 
specimen being kept, and independently examined, 
and by my seeing the patient afterwards, or getting 
the subsequent history in one of the ways I have 
mentioned. The results have worked out as 
follows: that eight cases were known to be free 
from recurrence from four to sixteen years after¬ 
wards. I handed round the specimen from the 
patient who was operated upon sixteen years ago, 
and who is alive now. For a long time, as I have 
said, I treated these patients by Supra-vaginal 
amputation, so I have not had so many cases of 
vaginal hysterectomy to work upon. Up to April, 
1899, I had had twenty-eight cases of vaginal 
hysterectomy for cancer of the cervix, and of these 
six were known to be well from four to eight years 
after the operation. You will thus see that there 
were sixty-one operations for cancer of the cervix, in 
fourteen of which, or 23 per cent., the patients 
were free from recurrence of the disease for periods 
varying from four to sixteen years. 

In the next lecture I propose to deal shortly 
with malignant disease beginning in the body of 
the uterus. 
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Gentlemen, —In discussing the subject of blood 
in the prine we have to distinguish two separate 
conditions, viz. the one in which blood corpuscles 
are present, and which is known as hematuria', 
the other in which blood-pigment without corpuscles 
is present, and which is known as hemoglobinuria . 
In the latter condition the red blood-cells are for 
the most part conspicuous by their absence, being 
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merely represented by fragments of blood-cells or 
detritus from broken down cells. When present 
they are insignificant in number. It is well to 
bear in mind, however, that in certain instances 
haemoglobinuria is accompanied by a true haematuria j 
(and this is especially true of toxic haemoglobinurias, 
less so in paroxysmal haemoglobinuria), due in all 
probability to intense irritation of, or even actual 
damage to, the kidney substance in the process of 
eliminating the haemoglobin and methaemoglobin. j 
In such cases blood-corpuscles in greater or less ; 
numbers will be found in the urine. 

Concerning haematuria itself, or, as it is more 
generally called, “ blood in the urine,” I would 
begin by calling your attention to three things. 
First, do not rely upon the patient’s description 
alone of the symptom. Frequently at our outdoor 
clinic patients come up with the complaint that 
they are passing blood in the urine which under 
repeated examinations shows nothing beyond con¬ 
centration and a high colour. Second, it should 
be remembered that blood may be added to the 
urine for purposes of deception in hysterical persons j 
or malingerers. This may be their own blood or 
that derived from other sources. Third, the urine 
of a healthy menstruating woman may contain 
blood. And again, a woman suffering from profuse 
haematuria may be supposed to be the subject of 
an attack of menorrhagia. 

In all cases of haematuria there are two chief 
essentials : 

1. To diagnose the presence of blood in the 
urine. 

2. To diagnose the source of the blood. 

Diagnosis of the Presence of Blood in the 
Urine. 

This can often be done at once from its colour. 
Every gradation of colour from that of pure blood 
in profuse haemorrhage to pale pink or a brown 
tinge may be observed. It may have a dark porter 
colour. The pink shades are seen in neutral or 
alkaline urine and usually in haemorrhage from the 
bladder. The brown and smoky tints are due to 
the conversion of the haemoglobin into acid haematin 
and methaemoglobin by the acid sodium phosphate 
of the urine. This takes place when a small 
quantity of blood is intimately mixed with the urine 
as in slight renal haematuria. If the haemorrhage 
from the kidney, however, is profuse the smaller 


amount of acid urine is neutralised and the blood 
retains its bright red colour. 

There are two naked-eye appearances of urine 
which may be readily mistaken for the presence of 
blood. These are the presence of bile and of 
urobilin. Bile appears in the urine in cases 
of obstructive jaundice, and it is to be remembered 
does so very frequently before any discoloration 
appears in the skin. This is due to a selective 
affinity for bile pigments on the part of the kidney. 
Urine containing bile has always a greenish tinge 
on the surface. It may be red, brown, or almost 
black in the body of the specimen, depending 
upon the amount of bile present. But it is always 
greenish on top, and no other pigments give it this 
surface tinge of green. The best test for bile 
pigments is .that known as Gmelin’s, when fuming 
nitric acid is added to the urine. This is best 
done in a flat dish, not in a test tube. A play of 
colours is observed—green, blue, red, yellow. The 
characteristic reaction is the commencing green 
colour due to the formation of biliverdin by oxida¬ 
tion. Other substances—indol and skatol com¬ 
pounds—may give a play of colour with oxidising 
reagents, but do not give the green colour. Prussak 
has shown that sometimes bile pigment may be 
present in urine and yet not give the colour re¬ 
action, this being more frequently the case in 
patients whose temperature has continued high for 
some time. In such cases it is necessary to separate 
the pigments before testing. 

Urobilin is present normally in small quantities 
in the urine but does not appreciably colour it. 
When it is present in excess it may colour the urine 
brown, brownish-red, or even sufficiently red to 
resemble blood. Urobilinuria is due to the de¬ 
composition of haemoglobin, either inside the blood 
vessels as in paroxysmal haemoglobinuria, or outside 
the blood vessels as in pernicious anaemia, septi¬ 
caemia, pyaemia, profuse internal haemorrhage, 
purpura simplex and purpura haemorrhagica, and 
other diseases. Urobilin is distinguished from bile 
pigments by the test given above for the latter, 
special attention being paid to the initial green 
colour. From blood it can be distinguished by 
tests to be given presently. As a confirmatory test 
for the presence of urobilin, the spectroscope should 
be used when the deep black band at F. is seen 
characteristic of urobilin. 

Of all tests for blood in the urine the micro- 
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scope stands easily first. One cannot insist too 
strongly upon the importance of microscopical 
examination in all cases of suspected haematuria. 
The absence of blood can never be positively 
asserted without it. The lower strata of the urine 
after settling or centrifugalising should be taken 
for examination. In urine of normal density and 
acid reaction the blood corpuscles are readily 
recognised, either plainly visible and retaining 
their colour, or simply as shadows. However, 
they do not always retain their normal shape and 
size. In dense urine they are often shrivelled and 
crenated; while in dilute urine they may be i 
swollen to almost bursting. When the urine is of 
very low specific gravity, or undergoing ammoniacal 
decomposition, the haemoglobin may be dissolved 
from the blood cells, but otherwise they remain 
visible for days. The blood corpuscles may vary 
from only a few to a great many in number, de¬ 
pending upon the amount of blood lost. 

There are other confirmatory tests which may ; 
be used, but none compare with the microscope. 
There is the spectroscope, which can be only of 
limited use for the obvious reasons that it is not 
an instrument likely to be in the possession of 
many, and one must be skilled in its use, which I 
take the majority are not. There is the guaiacum 
test in which freshly prepared tincture of guaiacum 
is well shaken with the urine, and then a few drops 
of ozonic ether are poured on the top, giving a ] 
brilliant blue colour. Sources of fallacy are due I 
to saliva, nasal mucus, and iodide of potash giving 
similar reactions. Haemin crystals may also be 
formed. This may be done by adding acetic acid j 
to the urine, extracting the coagulum with alcohol, i 
and then adding a few grains of sodium chloride. I 
Upon evaporation the so-called Teichmann's 
crystals, triclinic plates and prisms of a dark brown 
colour, separate out. | 

Diagnosis of the Source of the Blood. j 

This is of the very greatest importance if we are 
to properly treat the disease which gives rise to j 
the symptom of haematuria* The cause of haemor¬ 
rhage may be disease or injury of any one part 
alone, or of more than one part, of the urinary 
tract, or may be the result of some general disease. | 
Hence we speak of haematuria as being (1) renal, 
(2) ureteral, (3) vesical, (4) prostatic, (5) urethral, 
and (6) constitutional. Whilst broad general rules 


may be laid dowrn for ascertaining from which part 
of the urinary tract the blood comes, yet are there 
many exceptions to them. And in many cases 
there are no certain indications as to the seat of 
haemorrhage, so that in determining its source the 
evidence afforded by analysing the associated 
symptoms and physical signs, together with direct 
examination, must be carefully considered. The 
history, past and present, of the patient should be 
gone into carefully. The relation of blood to 
micturition should if possible be ascertained. To 
do this it is often useful tp have the patient pass 
urine into three separate vessels, so that the first, 
middle, and last portions may be kept separate for 
examination. If blood appears with the com¬ 
mencement of micturition (initial haematuria), the 
rest of the urine being clear, it must necessarily 
come from some part of the urethra. In such 
cases the amount of blood is very slight; otherwise, 
if from the anterior urethra it would escape from 
the meatus ; or if from the prostatic urethra it 
would flow back into the bladder. The character¬ 
istic symptom of prostatic haematuria is that it is 
“ terminal/' That is to say, the very last portions 
of urine passed are full of blood, or pure blood is 
passed at the end of micturition. If all the urine 
contains blood, but there is an increased amount 
at the end of micturition, it points strongly to the 
vesical or prostatic origin of the haematuria. In 
vesical haematuria the blood and urine may or may 
not be uniformly mixed. There is an absence of 
blood casts, but possibly fragments of villous 
growth may be seen microscopically. On washing 
out the bladder the solution used wilt be more or 
less blood-tinged, if the bladder be at fault; 
whereas if the source be higher up the solution 
will be clear. Again, cystoscopic examination will 
afford valuable evidence as to the source of 
haemorrhage. If made during the bleeding, after 
emptying the bladder of bloody urine, and quickly 
refilling it with clear solution, nothing will be able 
to be seen if the haemorrhage be from the bladder, 
so quickly will the solution become opaque again. 
If from the kidney or ureter, however, blood may 
be seen escaping from the ureter before the solu¬ 
tion becomes clouded. If cystoscopic examination 
be made in the intervals of bleeding, and the 
bladder found healthy, then it is apparent the 
source of haemorrhage is renal or ureteral. If the 
introduction of the cystoscope causes such free 
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haemorrhage as to prevent its use, the vesical origin 
is practically certain, and the cause new growth. 
In renal haematuria the blood and urine are inti¬ 
mately mixed. If the haemorrhage is actually 
from the kidney substance, the urine will contain 
renal casts and probably blood casts. A long, 
thin, rounded clot resembling a small earth-worm 
may be passed. It will have been formed in the 
ureter and points to the source of haemorrhage as 
either renal or ureteral. Other clots passed have no 
diagnostic value. The presence of a considerable 
number of pyriform epithelial cells points to the 
renal pelvis or ureter as the source. If the haema¬ 
turia be preceded by or associated with renal colic 
it points almost certainly to the kidney or ureter 
as the seat of haemorrhage. 

We will now pass on to a brief summary of the 
chief conditions under which haematuria may occur 
as a prominent symptom. 

Renal. 

Renal haematuria may be due to haemorrhage 
(1) from the kidney substance, (2) from the pelvis 
of the kidney. It is in the former that one meets , 
with renal epithelial casts and blood casts of the j 
tubules. In the latter these are replaced by 
pyriform epithelial cells from the pelvis. 

1. Acute inflammation from whatever cause. 
Cold ; diseases giving rise to a renal irritant, such 
as scarlet fever, erysipelas, septicaemia ; irritants 
absorbed from without, such as turpentine, cantha- 
rides, potassium chlorate; in connection with 
extensive skin lesions, whether bums or chronic 
skin diseases. In all cases the amount of urine is 
markedly decreased and the haemorrhage is not 
profuse. Erysipelas'may also give rise to haematuria 
from infarction of the kidney. Potassium chlorate 
in large doses disintegrates the red corpuscles and 
converts haemoglobin into methaemoglobin, and the 
urine resembles that of paroxysmal haemoglobinuria. 
An acute nephritis is set up and we get haematuria 
combined with haemoglobinuria as referred to 
earlier in the lecture. 

2. Passive congestion , as a result of cardiac 
disease, and in pregnancy. In pregnancy, however, 
in addition to the passive congestion due to 
mechanical causes, there is superadded an active 
inflammatory process. In haematuria of passive 
congestion the amount of blood is usually small 
and just enough to tint the urine. 


3. Renal infarction, due to either simple or septic 
processes, as ulcerative endocarditis, erysipelas, 
pyaemia. The amount of blood is scanty. In 

j septic processes there is in addition the formation 
of an abscess following the infarction. 

4. Granular contracted kidney .—Very profuse 
| haemorrhage is sometimes seen in this disease, so 

that it resembles that seen in malignant disease of 
the kidney. A patient may have been fairly well 
and unaware of his condition, and then he comes 
on account of profuse haematuria to consult a 
medical man. So that it is well to bear in mind 
that the first symptom complained of by a patient 
with a grandular kidney may be haematuria. It is 
said that these profuse haemorrhages are from the 
mucous membrane of the pelvis, not from the 
kidney substance. 

5. Essential hcematuria .—In a number of cases 
there occurs a profuse renal haematuria without 
any kidney lesion being found. In these cases the 
haemorrhage is quite unprovoked, is persistent or 
frequently recurrent, and is not controlled by rest 
or remedies. German authors describe the con¬ 
dition as “ angeio-rteurotic haematuria,” giving as 
its cause some derangement of the vaso-motor 
system. Again there are cases—seen chiefly in 
healthy young adults—in which haematuria occurs 
for a long time without apparent cause and without 
affecting the health. To these the term “ renal 
epistaxis ” was applied by Gull. 

6. Aneurism of the renal artery .—This, though 
the rarest of aneurisms, should be borne in mind 
as a possible cause when commoner causes can be 
excluded. The aneurism may be traumatic or 
spontaneous. Haematuria is a very common 
symptom and frequently the earliest, antedating 
the appearance of a tumour by some time, though 
not always. In passing it may be well to note that 
pulsation is remarkable by its absence in renal 
aneurism. 

We now pass to the consideration of those con¬ 
ditions which are more frequently the cause of 
haematuria than the preceding ones and more often 
met with in surgical practice. 

7. Tubercle .—It is the chronic renal tuberculosis 
that gives rise to haematuria. The acute or miliary 
infection seen in cases of general tuberculosis rarely 
produces definite renal symptoms. In the chronic 
form haematuria may not infrequently be the earliest 
symptom. It is usually slight in amount and 
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intermittent, but may be excessive and severe. It 
is usually less than that due to either malignant 
disease or calculus. It is usually combined with 
pyuria, and in the later stages of the disease with 
hyaline and granular casts and epithelial cells from 
the kidney and pelvis. Unlike calculous haematuria, 
that due to tubercle is not markedly influenced by 
either active exercise or by rest in bed. Tubercle 
bacilli should be sought for, as their presence is of 
the first importance. It has been stated that it is 
just after an attack of haematuria that the urine is 
most favourable for finding them. 

8. Calculus .—While the haematuria of calculus 
is not often profuse, yet it is one of the most 
frequent symptoms. In many cases, though 
apparently absent on naked-eye examination, blood 
corpuscles will be found by the microscope, and 
most numerous in day urine than in that secreted 
during the night while resting. Nor is the amount 
dependent upon the size or number of the stones. 
Calculous haematuria is usually induced by move¬ 
ment, and ceases with rest; and may precede, 
accompany or follow an attack of renal colic. 
Blood casts of the renal tubules are rare, though 
hyaline casts may be present in large numbers. 

9. New growths .—Haemorrhage from renal 
new growths is due in the earlier stages to con¬ 
gestion from pressure; in the later stages, to 
congestion and ulceration into the calyces or 
tubules. Haematuria is said to be the first sym¬ 
ptom in over 50 per cent, of all cases in adults. 
It may be the only indication of disease. It 
comes on without pain, without any obvious cause, 
and quite unexpectedly at any period of the disease. 
It is often profuse, and is not influenced by rest 
or exertion. It may be continuous for days or 
weeks, or intermittent. In some cases haematuria 
has been altogether absent, while in others, by 
microscopical examination, blood corpuscles have 
been found long before the haematuria has been 
recognised by the naked eye. Haematuria is not 
so common in sarcoma as in carcinoma, but is 
usually more profuse. 

10. Injuries .—By far the commonest injury is 
that known as “ subparietal,” in which no open ■ 
wound communicates with the injured organ. In I 
incised, punctured, and gun-shot wounds, the | 
haematuria, if occurring, will be accompanied by 
such other obvious symptoms that it need not 
detain us. Yet remember that in incised and 


punctured wounds haematuria may occur whether 
the kidney is injured or not. The amount of 
damage in subparietal injuries varies from a slight 
contusion with a little haematuria, but without any 
obvious lesion of renal tissue or pelvis, to complete 
rupture of the organ. The injury is almost always 
unilateral, and is said to be most frequent on the 
right side. Haematuria is a very common sym¬ 
ptom in such cases, occurring in sixty-five out of 
seventy-one reported cases. It may, however, be 
absent owing to (a) the pelvis or ureter being 
plugged by blood clot; (h) thrombosis of the 
renal vessels; (c) complete separation of the 
kidney from the ureter. The haematuria may im¬ 
mediately follow the accident, then disappear, to 
reappear later on. It may be intermitttent and 
continue for weeks; slight at first, it may increase 
greatly later on. It is well to bear in mind that 
though the haematuria may be only noticed after 
some injury, it may be really due to other pre 
existing causes, such as calculus, villous growth of 
the bladder, etc. A haematuria of late onset after 
injury may be due to inflammation of the circum- 
renal cellular tissue extending to the kidney which 
has been uninjured. This is to be distinguished 
from delayed haematuria, where actual injury has 
occurred. Such delay has been as long as eleven 
days. Intense renal colic may be set up owing to 
the plugging of the ureter with blood clot, and 
this is especially true when small clots are being 
passed. This, together with an absence of haema¬ 
turia and a marked diminution of the quantity of 
urine secreted, points to plugging of the ureter. 
The urine should always be examined microscopi¬ 
cally for blood casts of the uriniferous tubules and 
broken renal tubules. Blood rapidly poured out 
from an injured kidney may find its way at once 
into the bladder and set up an urgent desire to 
micturate. If micturition be possible, pure liquid 
blood will be passed without difficulty ; if impos¬ 
sible, owing to reflex inhibition, or to intra-vesical 
clotting, great distress will be caused, and pain, 
often referred to the end of the penis, will be 
present. 

Before leaving the subject of haematuria as a 
symptom of renal injury, I cannot do better than 
quote you the following dictum laid down by Mr. 
Henry Morris :—“ The haematuria following an 
injury to the loin or the front of the ilio-costal area of 
the abdomen, is not necessarily due to mptured 
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or lacerated kidney; and, on the other hand, 
haematuria is not always present when the kidney 
is severely lacerated or completely ruptured.” 

There are a few other renal conditions which, 
though rarely, yet occasionally are associated with 
hjematuria. Among these are hydronephrosis, 
movable kidney, renal neuralgia. In hydrone¬ 
phrosis hagmaturia is an occasional symptom, 
though very rarely is it copious. It is generally 
due to the giving way of the congested vessels in 
the wall of the sac. And hydronephrosis due to 
a growth in the bladder may be complicated with 
haematuria, due, of course, to haemorrhage from the 
growth. Movable kidney may sometimes be 
associated with haematuria, which is usually slight, 
though “ abundant ” in some cases reported. The 
haematuria has been explained as due either to 
congestion or chronic nephritis. For years cases 
of haematuria associated with renal neuralgia, the 
so-called “ nephralgic haematuria,” have been des¬ 
cribed. Some have been attributed to malarial 
poisoning; others to vaso-motor disturbances of 
the kidney ; while many have been probably due 
to oxaluria, lithaemia, chronic nephritis, or movable 
kidney. 

Ureteral. 

The affections of the ureter giving rise to haema¬ 
turia are for the most part only part of a more 
general involvement of the urinary tract. Inflam¬ 
mation of the lining membrane of the ureter is 
complicated with that of the kidney or bladder, 
and its symptoms will be merged with or over¬ 
shadowed by those of the latter organs. The 
same may be said of ureteral tuberculosis. If 
primarily affecting the ureter, without involving 
the bladder or kidney, the haematuria, if present, 
resembles very closely that due to renal tubercu- j 
losis. Morbid growths of the ureter are very rare, j 
Of those described, haematuria has been more 
frequently the first symptom than either pain or 
tumour, and has closely resembled that of growths 
in the kidney in that the haematuria has been 
intermittent, commencing and ceasing without 
apparent cause. Owing to its anatomical position 
injuries of the ureter are rare. Wounds produced 
during abdominal or vaginal operations, or in 
difficult and prolonged labour are more frequent 
Intentional wounds for the relief of ureteral condi¬ 


taneous rupture of the ureter reported, haematuria 
has been entirely absent, the urine passing nor¬ 
mally ; has been slight and transient, and has been 
welt marked. If the ureter alone is ruptured, the 
kidney escaping, it is not likely that the haema¬ 
turia will be either very considerable or prolonged. 
Calculi formed in the ureter are extremely rare. 
The so-called ureteral calculus is. formed in the 
kidney and becomes impacted in the ureter. The 
symptoms in general resemble those of renal cal¬ 
culus. The haematuria depends more on the 
character of the stone than upon the size, and is 
sometimes accompanied by pyuria. The diagnosis 
of the source of the blood will depend upon the 
associated symptoms, and is not often differentiated 
from that of renal haematuria. 

Vesical. 

In general, haematuria of vesical origin may be 
said to be seldom accompanied by premonitory 
symptoms in contradistinction to some diseases of 
the kidney. And almost the only vesical affec¬ 
tions that give rise to profuse haematuria as their 
sole symptom are villous tumours and other forms 
of new growth, usually malignant. The blood is 
not uniformly mixed with the urine as a rule, 
being more marked at the end of micturition ; ir¬ 
regular clots are passed ; and there is an absence 
of casts. The modern methods of examining the 
bladder by means of the various cystoscopes now 
in general use make the diagnosis of vesical 
haematuria in most cases easy. It is to be re¬ 
membered that haemorrhage from the prostate or 
posterior urethra may give all the signs of vesical 
haematuria owing to the blood flowing back into 
the bladder to be expelled on micturition. 

1. Acute cystitis .—The bleeding in the case of 
acute inflammation of the bladder comes from the 
bladder wall and is slight in amount. It is accom¬ 
panied by intense pain, frequency of micturition, 
and the urine contains mucus and pus, and swarms 
with bacteria. 

2. Congestion with varicose veins, giving rise to 
the so-called vesical varix. This is a very rare 
condition, occasionally characterised by profuse 
haematuria. It will probably only be diagnosed 
by a process of exclusion, unless the varicosities 
are recognised by the cystoscope. 

3. Tubercle .—Tuberculosis of the bladder may 


tions need not detain us. In cases of subcu¬ 


be primary or secondary, and if the latter due to 
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an ascending or descending infection. Haematuria 
is in many cases an early symptom. It is slight, 
sometimes escaping notice or just tinting the 
urine, spontaneous, and sometimes terminal, a few 
drops of pure blood ending micturition. It may 
begin and stop suddenly, and may not reappear 
for days or weeks. It is sometimes increased by 
standing and movement, but is not relieved by 
rest or the horizontal position as in calculus. On 
the contrary, it is sometimes aggravated at night 
and on lying down. It becomes gradually less 
prominent as the disease progresses, and is accom¬ 
panied by mucus and pus. Tubercle bacilli 
should be sought for by the microscope, or by j 
cultivation. In exceptional cases of tuberculosis 
of the bladder the haematuria has been profuse. 
Symptoms resembling those of tubercle may be 
produced by a simple ulcer of the bladder, which is 
usually situated at the neck of the bladder, or in 
the region of the trigone, and is of not infrequent 
occurrence. Examination with the cystoscope will 
clear up the diagnosis. 

4. Calculus .—The haemorrhage in this condition 
is caused by the friction of the calculus, and is 
most pronounced when cystitis is present. Marked 
hasmaturia is only observed in a minority of cases, 
although red blood corpuscles can be discovered 
by the microscope in almost all patients suffering 
from vesical calculus, especially after active exer¬ 
tion. The freest haemorrhage occurs in cases where 
the mucous membrane of the bladder has become 
granular and chronically congested from cystitis of 
long standing. The haematuria is almost always 
intermittent, and is aggravated by movement. 
Terminal haematuria occurs when a small rough 
stone is grasped at the neck of the bladder on its 
contraction at the end of micturition. Haematuria 
is also frequent when a calculus lies in a post¬ 
prostatic pouch when the mucous membrane is in 
an unhealthy state. 

5. New growths .—Usually haematuria is the 
symptom which first suggests the possibility of a 
bladder growth. It is a more or less marked 
feature in the great majority of cases. It is the 
initial symptom in 90 per cent, of papilloma, in 
80 per cent, of sarcoma, and in 75 per cent, of 
carcinoma. 

It occurs without apparent cause, is sudden in 
onset and disappears quickly. It may last a day 
or for weeks, and the amount is not commensurate 


with the size of the tumour. The occasional 
cessation of haemorrhage for a long period is in 
favour of a diagnosis of villous growth. It is said 
that if the bleeding is copious, the last part of the 
urine bloodier than the first, the blood bright red, 
clots are passed, and gentle instrumentation causes 
haemorrhage, one has all the characteristic symptoms 
of tumour of the bladder. In infiltrating tumours, 
however, haematuria may be a late symptom. It 
may be taken as a general rule nevertheless that at 
some time or other every new growth of the bladder 
will be associated with more or less haematuria. 
In some cases fragments of the growth may be 
recognised under the microscope. In all cases the 
growth will be visible by direct examination with 
the cystoscope. 

6. Parasites .—The most frequent of these giving 
rise to haematuria is the Bilharzia hamatobia. A 
patient presenting himself with haematuria should 
always be questioned as to his previous places of 
abode. While the Bilharzia is chiefly Ethiopic in 
its distribution, cases have been reported in 
Europeans and Americans who have not been 
abroad. The haematuria does not usually occur at 
once on infection, but is nearly certain to occur 
not long after the onset of the disease. It occurs 
only at the end of micturition, but pure blood is 
rarely if ever passed. It is tolerably persistent, 
often occurring daily for years. It is increased by 
exercise. The bleeding may be associated with 
little or no discomfort, or accompanied by pain 
and tenesmus. 

7. Injuries .—Injuries of the bladder may vary 
from a contusion of the organ to actual rupture, 
extra- or intra-peri ton eal. Incised wounds of the 
various surgical operations upon the bladder which 
will obviously be followed by haematuria need not 
delay us. Simple contusion of the bladder is rare, 
and haematuria, if present, will be of the slightest 
amount; probably only a few red corpuscles being 
passed in the urine. Contused and lacerated 
wounds of the perinaeum or rectum may involve 
the bladder. If so haematuria will be a marked 
symptom, though in the majority of cases only a 
small amount of blood-stained urine will be passed 
per urethram, the larger portion escaping by the 
wound. The nature of such wounds should lead 
to careful examination to ascertain if the bladder 
be injured and to what extent. Rupture of the 
bladder may be complete, involving all the coats ; 
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or incomplete, when the rupture does not pass 
through the entire bladder-wall. When complete 
it may be intra-peritoneal or extra-peritoneal. While 
usually the result of some great violence, kicks, 
blows, squeezes, or as a complication of fracture of 
the pelvis, yet it may occur without any such 
antecedent history. In incomplete rupture the 
patient is usually able to micturate, and the urine 
is markedly blood-stained. Complete rupture of 
the bladder may show no characteristic symptoms 
whatever. But the majority of cases are marked 
by profound shock, intense burning pain, and in¬ 
ability to pass urine. On passing a catheter the 
bladder is found quite empty or only a small 
amount of bloody urine is withdrawn. If the 
extravasated urine remain localised it may be 
possible to pass the catheter through the rent in 
the bladder-wall, and so obtain a quantity of blood¬ 
stained urine and serum. 

Prostatic. 

The characteristic symptom of prostatic haema- 
turia is that it is terminal, i. e. the very last portions 
of urine are full of blood, or pure blood alone is 
passed at the end of micturition. In extensive 
bleeding from the prostate the blood flows back 
into the bladder, and is then only to be distin¬ 
guished from vesical haemorrhage by other signs of 
prostatic disease. 

1. Congestion , either that of acute inflammation, 
or the passive congestion from engorged veins, 
may give rise to prostatic haematuria. In the 
former, usually due to gonorrhoea or sepsis from 
unclean instruments, the blood will be small in 
amount and distinctly terminal. In the latter the 
haemorrhage may be severe and spontaneous, and 
will then resemble vesical haemorrhage. It may 
also follow on instrumentation when the prostatic 
veins are engorged. 

2. Calculus .—Probably only when the calculus 
has set up ulceration extending into the urethra 
will haematuria be a symptom. Many prostatic 
calculi are really small vesical calculi impacted at 
the neck of the bladder or in the prostatic urethra. 

3. Tubercle .—Prostatic tuberculosis may be pri¬ 
mary or secondary, and usually forms a part of 
extensive tubercular disease of the genito-urinary 
tract. When extensive enough to reach either the 
bladder or urethra by ulceration there may be 
haematuria, one or two drops of blood being passed 
at the end of micturition. It is accompanied by 
pyuria. 

4. Malignant disease .—This may be primary 
or secondary. Only the primary forms concern 
us here. Both sarcoma and carcinoma occur. 
Haematuria is almost a constant symptom, being 
at first intermittent, terminal, and slight in amount. 
It may occur early in the disease, or not till late. 
The haemorrhage may be extremely severe from 
the first, or only scanty. 


Urethral. 

If the haemorrhage be from the anterior urethra 
it will be passed at the commencement of micturi¬ 
tion, and the rest of the urine will be clear. The 
blood may, if the bleeding be free enough, escape 
from the meatus independently of micturition. If 
the posterior urethra be involved it will also be 
passed at the commencement of micturition, 
unless the haemorrhage has been very free, in 
which case it will flow back into the bladder, 
and will be passed more or less mixed with 
urine as in vesical haematuria. Bleeding from 
the urethra occurs most frequently from one 
of three causes : acute urethritis, almost always 
due to infection with the gonococcus; lacera¬ 
tion or rupture of the urethra; instrumenta¬ 
tion. In the diagnosis of haematuria due to or 
following instrumentation there is seldom any 
difficulty. It is only in those cases in which an 
individual has passed upon himself some instru¬ 
ment for non-surgical purposes that the history is 
withheld from the surgeon, who must find out the 
cause of haemorrhage for himself. In hyperacute 
gonorrhoea the bleeding is due to rupture of the 
intensely congested vessels of the urethral mucous 
membrane. When the posterior urethra is in¬ 
volved in the acute inflammatory process, there is 
frequently haematuria in the form of a few drops 
of pure blood running from the urethra at the end 
of micturition. This is squeezed from the swollen, 
congested, often eroded mucous membrane of the 
prostatic urethra. In rupture of the urethra, the 
violence giving rise to it usually makes itself 
apparent externally by ecchymosis and extra- 
vasation into the perinaeum, scrotum, and occasion¬ 
ally the abdominal wall. Blood will issue from 
the meatus independently of micturition; any 
urine escaping will be blood-stained and the 
bladder will contain bloody urine. 

Constitutional. 

The constitutional conditions giving rise to 
haematuria concern the physician more than the 
surgeon. But they should always be borne in 
mind in investigating a case of haematuria, so that 
no possible cause may be overlooked. Time will 
not permit of more than an enumeration of 
the most common ones. First, those cases ot 
haemoglobinuria which may give rise to a con¬ 
current haematuria, as already mentioned, should 
be remembered. Then in acute nephritis, and in 
granular kidneys on wffiich I have already laid 
stress; in cardiac diseases giving rise to conges¬ 
tion of the kidneys; in constitutional diseases 
giving rise to renal irritant, such as scarlet fever, 
smallpox, erysipelas, and septicaemia ; in scurvy, 
malaria, purpura hemorrhagica, and hemophilia: 
occasionally in leukemia. 
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TWO CLINICAL LECTURES 

ON 

CANCER OF THE UTERUS. 

Delivered at the London Hospital, 

By ARTHUR H. N. LEWERS, M.D.Lond., 
F.R.C.P., 

Senior Obstetric Physician to the London Hospital, and 
Lecturer on Midwifery in the London Hospital 
Medical School. 


Lecture II. 

ON CANCER OF THE BODY OF THE 
UTERUS. 

Gentlemen,— Our subject to-day is malignant 
disease of the body of the uterus. Now, malignant 
disease of the body of the uterus is a very much 
rarer condition than that of the cervix. In fact, 
some twenty or twenty-five years ago I should say 
that the majority of those holding similar appoint¬ 
ments to mine had not seen a case of it. When I 
was a student I never saw a case of it; we never 
had one in the out-patient department, or in the 
wards, nor do I remember seeing a specimen of 
it in the Museum. So the knowledge we possess 
of this particular disease has come in the last 
twenty or twenty-five years; now I should think 
there is scarcely anybody who has spent two or 
three years in a hospital who has not seen an 
operation for cancer of the body of the uterus, 
or at least a specimen illustrating this disease. I 
think my best course to-day will be first of all to 
give a short resume of the chief clinical character¬ 
istics of the disease, and then to give you the 
details of a few selected cases. 

In the first place with regard to age. Cancer 
of the body, of the uterus is generally a disease 
belonging to a later period of life than does cancer 
of the cervix. You will remember that cancer 
of the cervix, although a disease met with in 
advanced life, is not uncommon in relatively young 
people. You get commonly after thirty years 
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of age, and also later on as well. In speaking 
of cancer I am referring to malignant disease 
generally, though of course I refer chiefly to 
carcinoma, because most of the cancers of the 
body of the uterus are carcinomata. Carcinoma 
of the body of the uterus is almost exclusively 
a condition of advanced life. The youngest 
patient I have seen suffering from it was 44 
years of age. The majority of cases you get 
are between 50 and 60 years of age, and some of 
them are beyond 60. So it is much more 

especially a disease of advanced life than is 
cancer of the cervix. The next point is the 

relationship between cancer of the body of the 
uterus and the number of children borne by those 
affected by it. You will remember at the last 
lecture I put up a table which made it clear that 
a large number of women with cancer of the 
cervix have had five or more children; and though 
there were a few cases who had had fewer children 
than that, I think we found that about 45 per cent, 
had had five children or more. But when we 
come to cancer of the body of the uterus the 
result is very much the other way : that is to say, 
the majority of women with carcinoma of the body 
of the uterus have either had no children at all, or 
perhaps only one child, and that many years ago, 
or they have perhaps hid one miscarriage. 
That is broadly true. If you took one hundred 
cases of carcinoma of the body of the uterus, 
you woutd find a large majority of them were 
actually.or relatively sterile. But, on the other 
hand, you must not consider that the mere fact 
that a woman has had six or seven children is 
a very strong point in excluding carcinoma of 
the body of the uterus: I mean this : If you 
have a case in which you are inclined to 
suspect carcinoma of the body of the uterus, 
you must not attach too much weight to the fact 
that the patient has had five or six or more children. 
Every now and again you will find an exceptional 
case of carcinoma of the body of the uterus where 
a woman has had several children. In this respect 
I would call your attention to the similarity of the 
etiology of carcinoma of the body of the uterus 
to that of fibroid tumours of the uterus. There 
are several points of resemblance between the 
condition of patients with fibroid tumours and 
the condition of patients with carcinoma of the 
body of the uterus. As regards child-bearing, 


of course every now and then you find women 
with fibroids who have had several children, but 
the majority of women do not have children 
after fibroids have begun to grow. The point I 
want to make clear is that both women with 
fibroids and women with cancer of the body of 
the uterus show a tendency towards a relative 
sterility. 

Next we come to the symptoms of cancer of the 
body of the uterus, and here again I refer 
particularly to carcinomata. The symptoms are 
very similar in kind to those of cancer of the 
cervix ; that is to say, there is bleeding. This is 
especially significant when coming on after the 
menopause—and most of the subjects of this 
condition are women who have passed the 
menopause. Bleeding, more or less irregular and 
continuous, is one of the characteristic symptoms 
of carcinoma of the body of the uterus. Again, 
pain, referable to the lower abdomen and back, 
going down to the legs, a pelvic pain more 
particularly, is also one of the symptoms of 
carcinoma of the body of the uterus. Again, when 
there is not actual bleeding there is some kind of 
discharge—a discharge which may be white or 
yellow or brownish in colour, and which is not 
infrequently rusty in the early stages. These are 
very much the symptoms which you get in 
carcinoma of the cervix—that is to say, bleeding, 
pain, and discharge. But when you come to 
carcinoma of the body there is a very considerable 
contrast. I think actually in both some bleeding 
is probably the earliest symptom. But, as I said 
in the last lectuie, pain is a late occurrence with 
cancer of the cervix. Patients with cancer of the 
cervix have bleeding and discharge for a long time 
before they feel any pain, whereas in carcinoma of 
the body, although pain may not be very early, 
still in the majority of cases you get pain at a 
relatively early period of the case. The pain is 
referred to the hypogastric region. 

As regards varieties, we will still consider 
carcinoma of the body for the moment. There 
are certain very well marked varieties of it which 
you recognise clinically ; although you can naturally 
recognise them better in a specimen jar, you can 
still recognise them during life after dilating the 
cervix. We will come to the method of doing that 
in a moment. The actual varieties you get when 
the uterus has been removed are illustrated by the 
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following specimens. This is from a very early 
case. There is a small patch not more in diameter 
than a two-shilling piece at the fundus of the 
uterus. Where the affected wall has been cut 
through you can see that the growth extends into 
the wall by wavy penetrating “ roots ” as you might 
call them, though I do not like the term. That is 
the suggestion it gives you when you look at the 
cut section of the posterior wall of the uterus ; the 
surface is papillary ; that is to say, before you cut 
through the affected wall you found a patch with a 
papillary growth projecting into the endometrium. 
And that is very characteristic of carcinoma of the 
body. That patch is friable, and has physical 
characteristics similar to those of what we call a 
“ cauliflower growth ” when we speak of cancer of 
the cervix ; the finger easily breaks off a piece, and 
you can easily curette a piece away, and examine it 
under the microscope. This, as I have said, is an 
example of the disease in a very early stage, and 
indeed I have not come across the disease at an 
earlier stage. In this specimen you will notice 
that the body of the uterus is not enlarged; that is 
an important fact, because enlargement of the body 
is a very characteristic thing in carcinoma of the 
body, and a very important and characteristic sign. 
But if you are lucky enough to get a case at the 
commencement of the disease, then the body has 
not had time to become definitely enlarged. So 
you must not attach too much importance to the 
absence of enlargement in considering whether a 
case is one of carcinoma of the body or not. In 
this specimen, carcinoma of the body of the 
uterus takes the form of a villous growth projecting 
above the general surface of the endometrium. 
Here is another specimen of the disease at a yery 
much later stage, in which the body of the uterus 
is very considerably enlarged, and at the fundus 
there is a papillary mass of considerable size, 
almost as large as a Tangerine orange. Otherwise 
it has the same characters as the smaller patch ; it 
is friable ; that is to say, it can be easily broken 
down, and pieces can be curetted away. When it 
has reached that degree of development the growth 
has produced considerable enlargement of the body 
of the uterus, and here the uterus is rather more , 
than twice the ordinary size. You must'remember 


than normal owing to senile atrophy. In most of 
the cases of carcinoma of the body which you get 
you find that the growth has taken the form of a 
larger or smaller papillary patch or projecting 
mass. There is another variety which it is 
important you should be able to recognise, and it 
is more apt than that of which I have just been 
speaking to be overlooked. It requires the edu¬ 
cated finger to recognise it in the early stage. If 
you suspect the presence of the disease, dilate the 
cervix, and pass your finger into the cavity of the body, 
and if the disease is fairly far advanced, even the 
uneducated finger will be able to feel that the growth 
is friable, if it is felt for in the proper way; and as 
you take your finger out you will often find that a 
piece of growth will come away. If you have any 
doubt about the case, you can have this portion 
examined under the microscope. But in this other 
specimen you see the condition is different. There 
is a hard, ulcerated condition of the endometrium ; 
nothing will come away. You pass your finger in 
and feel this rough, irregular, hard part and you say 
it is something which cannot be classified with any 
innocent condition which you are familiar with. 
Whatever you do, in the variety I am now con¬ 
sidering, you cannot get a piece away for examina¬ 
tion either with your finger or the curette. The 
case is therefore apt to be left in a doubtful 
category for a time, until it is perhaps too late to 
deal effectually with the condition. But one has 
to be content with the evidence I have mentioned 
in this variety. You have to remember that you 
cannot classify what you feel with anything other 
than malignant disease. You have, of course, the 
other points in the case to guide you—bleeding and 
pain, the age of the patient, and the enlargement 
of the body—and with these you have to be content, 
and on these points you must make your diagnosis. 

! That was the method followed in making a dia- 
■ gnosis in this case, and under the microscope the 
disease proved to be just as definitely carcinoma¬ 
tous as in those papillary forms which we have 
been looking at previously. Those are all carcino¬ 
mata, and most of the remarks I have made so far 
have applied to carcinoma of the body. You have 
to remember that in speaking of cancer of the 
body you include not only carcinoma but sarcoma, 
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they have been considered as sarcomata, but more 
recently they have been put into the category of 
carcinoma, according to the nature of the cells 
from which they are supposed to have originated. 
They should be rather classified with carcinomata 
than with sarcomata. But, however that may be, 
the disease is a well-defined clinical entity, and 
this specimen is the first example I saw of it. It 
is a specimen removed from a patient who was 
admitted to the hospital supposed to have a very 
common condition, a subinvoluted uterus after a 
miscarriage, one of those cases of which so many 
are admitted here. The obstetric physician does 
not always see these cases at first, many of them 
are dealt with by the resident accoucheur, and as 
a rule the patient gets well enough in about a week 
or ten days to leave the hospital. In this case it 
happened that I examined the patient myself, and 
to begin with I could not quite make out what was 
the matter. The patient was supposed to have 
had a miscarriage, but the evidence in favour of 
that was not at all satisfactory. I dilated the 
cervix and on passing in the finger some friable 
material was found, which came away. So far it 
seemed likely that this might have been a piece of 
placenta. Still, the test is generally easy, because 
when you are removing a piece of adherent 
placenta, after getting it away with your finger you 
come down on firm, healthy uterine tissue. In this 
case I found I could not satisfy myself of that. 
As I removed a certain amount of friable material 
with my finger I noticed that my finger was still 
going down into similar material in the wall of the 
uterus ; I felt I was getting near the peritoneum, 
and that if I was not careful I might easily put my 
finger through it I said to those present, in con¬ 
nection with this case, “ If this patient were fifty or 
over, I should say it was a case of carcinoma of the 
body of the uterus.” But as she was only about 
twenty years of age I could not say it was car¬ 
cinoma. I felt, however, that it resembled 
malignant disease more than anything else, 
and I accordingly recommended the patient 
to have the uterus removed. She consented, 
and I performed vaginal hysterectomy. It proved, 
fortunately, to be one of the cases which are operated 
on in time, and the patient is well at this moment. 
It is now seven years since the operation. It is 
one of the few cases of deciduoma malignum (or 
chorio-epithelioma as it is now generally called) 


which have been operated on sufficiently early to 
give the patient several years of immunity. There 
are very few of them. Here we have another 
specimen of the same disease, but in an altogether 
different category from the point of view of treat¬ 
ment. That is to say the patient came into the 
hospital and was supposed, as in the other case, 
to be suffering from an incomplete miscarriage. I 
was informed that the placenta had been removed, 
and not much further notice was taken of the case 
for a week or ten days, and then my attention was 
called to it again, because, although she was not 
very bad, still her temperature went up to ioo°, and 
there was still a good deal of discharge. Matters 
remained like that for a week or ten days, and then 
I examined her—that is to say, about three weeks 
from the time when she came into hospital. To 
my astonishment, directly I attempted to pass my 
finger into the vagina, I found a mass the size 
of an egg in one of the labia, and as my finger 
passed into the vagina there was another mass 
found there also. Using the knowledge derived 
from other cases, I felt sure that the case was one 
of chorio-epithelioma, with secondary deposits in 
the vagina and vulva. You see how rapid its pro¬ 
gress was. It is almost inconceivable that the 
resident accoucheur, who was a careful man, could 
have overlooked such a mass in the vulva and in 
'the vagina, and I feel sure that neither of them 
existed at the time of the patient's admission. I 
think the secondary deposits were formed with that 
peculiar and characteristic suddenness which one 
finds in this disease. Secondary deposits in the 
vagina are common in chorio-epithelioma, and they 
occur very suddenly. In this case, when one had 
made the diagnosis, there was little more that could 
be done, because then already there were large 
secondary deposits, and most likely others were 
present in the lungs, and elsewhere. The patient 
was in the hospital two or three months, with a 
high temperature, and an extremely foetid discharge, 
and finally she died. Post mortem many secon¬ 
dary deposits were found, very numerous in the 
lungs, and a few in the kidneys. 

Coming back to the subject of cancer of the body 
of the uterus generally, we will consider the 
physical signs. On examining the abdomen you 
may not be able to feel anything, but if the patient 
is a thin woman you may feel at the brim of the 
pelvis more or less of a swelling. Very often you 
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will not be able to feel anything there, but some¬ 
times you may if the patient is not stout, and the 
uterus is large. In the first specimen I passed 
round one did not feel anything on abdominal 
examination; but in some of the others, in which 
the uterus is larger, a tumour was felt in the hypo¬ 
gastric region, at about a level with the brim of the 
pelvis. When you come to make the vaginal 
examination you find in most cases that the vaginal 
portion of the cervix is healthy ; but you have the 
symptoms and a history pointing to cancer. You 
examine, perhaps expecting to find cancer of the 
cervix, but you find the vaginal portion healthy, 
and all that you see wrong is a little blood-stained 
or purulent discharge, which may be offensive, 
coming from the os uteri. Bimanually, if the case 
is at all advanced, you find the body of the uterus 
distinctly enlarged, as in some of the cases the 
specimens of which I passed round. When 
the disease is in an early stage, it is necessary to 
remember that the fact of finding the body of the 
uterus not enlarged does not exclude cancer of the 
body. On the other hand, if you find the body of 
the uterus enlarged definitely, that is strong pre¬ 
sumptive evidence that it is cancer. Still, you have 
to bear in mind that if your diagnosis or suspicion 
be correct, the treatment will be a severe operation, 
and before you decide the point you naturally want 
to get as precise evidence of the presence of the 
disease as possible. Therefore the next step is to 
dilate the cervix, and pass your finger into the 
cavity of the uterus. The best way to do this is 
to dilate the cervix with tents. These patients 
are generally old women. Usually they have had 
no children, or at all events it is many years 
since they had a child, and the tissues of the 
cervix, for obvious reasons, are rigid and dis¬ 
inclined to stretch. For that reason dilatation by 
the rapid method is not suitable. Dilatation 
solely by Hegar’s dilators is not generally suitable 
in these cases. It is much better to put in the 
day before one or two laminaria tents, about four or 
five o’clock in the afternoon, and then on the follow¬ 
ing day you can complete the dilatation with Hegar’s 
dilators up to about No. 19, under an anaesthetic. 
It is important to dilate up to this number if you 
can without risk, because then you not only get 
dilatation, But you can make a more complete 
examination. On passing the finger into the 
uterus you find one qr other of the conditions I 
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have already mentioned. In the case from which 
the specimen I passed round first was obtained 
the difficulty of doing what has just been described 
was very considerable. The patient was one of 
those who had had no children; she was elderly, 
and the vagina was extremely narrow ; in fact, it 
just admitted the finger fairly easily. Even with 
the patient under an anaesthetic,^ and the cervix 
dilated with a No. 19 Hegar, and a volsella on 
the cervix, it was with the greatest difficulty that 
T could touch the growth at the fundus, and 
identify it. I also managed to scrape some away 
with the curette. The object of this examination 
is partly to pass your finger into the body, if 
possible, and feel what kind of condition is there, 
and also to get a portion of the growth away, and 
have it carefully examined under the microscope. 
And I may just say this, that although it is desir¬ 
able to do both these things—that is to say, to get 
your finger in and to get a piece away forexamina 
tion—still, if you fancy as you are dilating that 
the cervix is so rigid that you may tear it, you had 
better be content with less than getting your 
finger in ; you can get a curette in, and curette some 
of the growth away with a blunt curette. It comes 
away in characteristic white fragments. Besides 
the dilatation, when the patient is under the 
anaesthetic you have an opportunity of making a 
more thorough examination than you could before ; 
and that is very important, because you are able 
to judge as to whether there is any evidence of 
the disease having spread to other parts. You 
see, gentlemen, the chance of curing any case of 
cancer of the uterus, to begin with, depends on 
the disease being confined to the uterus, and if it 
has got beyond there, the chance of curing it by any 
operation is practically nil. Therefore you examine 
as carefully as possible in every direction—in the 
direction of the broad ligaments and of the vagina, 
the utero-sacral ligaments, and the lumbar glands, 
to see if there is any evidence or suspicion of the 
disease having spread beyond the uterus. If there 
is any such extension, the chance of a successful 
operation is very small; in fact, in such cases the 
operation is generally not worth doing., On the 
other hand, if there is no evidence of extension, 
the question arises as to the best method of 
removing the uterus. In cancer of the body you 
have a choice of methods, and I do not think it 
can be said that there is one operation which can 
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be employed as a sort of routine operation in 
every case of carcinoma of the body of the uterus. 

I should say that if you have a case of carcinoma 
of the body suitable for operation—that is, where 
the disease has not extended to other parts—if you 
think it can be fairly easily and fairly well removed 
by vaginal hysterectomy, you will be wise to select 
that operation. But, on the other hand, there are 
cases in which, for various reasons which I will 
enumerate soon, you feel that vaginal hyster- | 
ectomy would be extremely difficult, and where I 
also you feel, perhaps, that the abdominal operation i 
would enable you to get a rather more extensive re- i 
moval of tissues, then abdominal pan-hysterectomy 
is the better operation. The points which will 
influence you one way or the other as regards 
whether you will do vaginal hysterectomy or 
abdominal pan-hysterectomy are these: The size of 
the uterus is one of the first things. If the uterus 
is reasonably small, and if the vagina is capacious 
and elastic, you will decide to remove the uterus by 
the vaginal route, because I am sure the risk of that 
operation is very much less than that of the 
abdominal operation. I was not very sure of this 
some time ago, but I am satisfied of it now. I 
have done many of both operations, and if the 
patient can have the uterus removed by vaginal 
hysterectomy, she runs much less risk. But there 
are some cases where vaginal hysterectomy is not 
practicable. In the case of the first uterus I 
showed you, which is very small, you may ask, Why 
was it not removed by vaginal hysterectomy ? I 
think it was just possible to remove it in that way, 
but the vagina was so narrow that I felt that to get 
the uterus out I should have to incise the perineum 
very freely, and perhaps cut one or more senile 
bands in the vagina. Therefore I decided to do 
abdominal pan-hysterectomy. More frequently 
the indication would be the size of the uterus. In 
this bottle I show you a very good example. This 
patient had a very large uterus. She was a single 
woman, and her vagina was narrow. To get that 
uterus out of the vagina would have been 
impossible, at all events without very extensive 
damage \n the way of enlarging the vagina and the 
perineum. You may say that a large uterus may 
be got away by the vaginal route by first cutting it 
up. Well, however much may be said for cutting 
up a uterus if you are removing a fibroid of 
moderate size through the vagina, there is much to 


be said against it in carcinoma. In the case of 
cancer, if you cut up the uterus it means having a 
great deal of carcinomatous tissue scattered about 
the field of operation, and with the peritoneum 
open there is a very great danger of infecting the 
peritoneum with the debris of the growth, and 
therefore of septicaemia following. Besides, there 
is a great chance of some of the growth becoming 
implanted elsewhere. I think, therefore, that the 
uterus should be removed entire. You will see 
that in a woman of fifty-five, unmarried, it would not 
be wise to attempt to remove the uterus through 
the vagina when the uterus is so large as in this 
specimen. In this case you see the size of the 
uterus is dependent upon two things: it depends 
partly, no doubt, on the presence of a malignant 
growth in the lower half of the body of the uterus, 
and also on the presence of a fairly large fibroid in 
the fundus. It is not a very uncommon combina¬ 
tion to have a fibroid of the uterus and carcinoma 
of the body. I have seen several cases of it. I 
should say that the association, although I believe 
it is accidental, is more frequent than the associa¬ 
tion of fibroids and carcinoma of the cervix, 
especially when we remember how common 
carcinoma of the cervix is. When, therefore, there 
is a big uterus and a narrow vagina you should 
perform pan-hysterectomy. 

With regard to the amenability of the disease to 
treatment, cancer of the cervix is a much less 
amenable disease than is cancer of the body. 
Cancer of the cervix is much more acute, whereas 
cancer of the body rather tends to be a chronic 
affair. We are, of course, excluding for the 
moment deciduoma malignum, or chorio-epithe- 
lioma. Cancer of the cervix and of the body are 
in the end equally fatal. I can call to mind an 
instance of the greater chronicity of cancer of the 
body of the uterus. The patient was sent to me 
with carcinoma of the body of the uterus. The 
uterus seemed to be about the size of the second one 
I showed you to-day. I recommended her to have 
it removed. She was very much averse to operation 
and went back to South Wales. I was able to 
get her subsequent history from her doctor, 
who was an old clerk of mine. Five 
years after I had seen her I was surprised, on 
receiving a letter from him about something else, 
to hear what he said about' this woman. He said : 
“ You will be interested to hear that Miss S— has 
only just died.” That shows you how chronic is 
the course of carcinoma of the body of the uterus 
in some cases. Jfhe after-results in operation 
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cases of cancer of the body are twice as good as 
those obtained in cases of cancer of the cervix. In 
the case of my vaginal hysterectomies for cancer 
of the body up to April, 1899, 45 per cent, were 
well from four to nearly eight years after the 
operation. That result is about twice as good 
as the result in operations for carcinoma of 
the cervix. I will now give you an abstract of the 
cases we have been showing round. Here is a short 
history of the first one. She had a very small 
uterus, with a patch about the size of a two- 
shilling piece on the fundus. The patient was 
aged 54 years, and was seen on February 12 th, 1900. 
She had been married fifteen years, but had never 
been pregnant She had been regular in menstrua¬ 
tion up to the age of fifty. She had synovitis, 
and stayed in bed for some time, after which 
menstruation ceased altogether. In April, 1899, 
she began to have some vaginal discharge. It was 
at first colourless, but afterwards somewhat yellow, 
and sometimes of a brown colour. This discharge 
continued up to the time 1 saw her, when she had 
had no pain at all, and did not think she had 
lost weight. The discharge had at that time an 
unpleasant smell. There was nothing else in the 
history of any particular interest. Nothing abnormal 
was detected on examining the abdomen. On 
vaginal examination it was seen that the external 
genitals were redder than normal. The vagina was 
extremely narrow, and examination with one finger 
caused a good deal of discomfort. Nothing 
abnormal could be detected about the vaginal 
portion of the cervix. The extreme narrowness of 
the vagina was shown by the fact that the patient 
could not bear the smallest Fergusson’s speculum 
to be passed. I advised the patient to have the 
cervix dilated sufficiently to allow the interior of 
the cervix to be examined with the finger. That 
was done. Tents were inserted, and dilatation 
was completed under anaesthesia the next day. 
There is one point I ought to mention, which I 
had forgotten. I believe this was one of the two 
cases in which I have found it necessary to give 
an anaesthetic in order to put in tents. It is very 
uncommon to have such a sensitive patient to deal 
with. As a rule you may put in a tent without any 
anaesthetic. The growth was found very high up 
in the endometrium. A small portion was removed 
for microscopical examination and sent to the 
Clinical Research Association. The report was 
that it was carcinomatous. The operation per¬ 
formed was abdominal pan-hysterectomy, and it 
was done on April nth, 1900. The last time I 
heard from the patient was on April 15th, 1904, a 
period of four years since the operation. She was 
then quite well. I will describe the operation, 
because that will do for the description of 
abdominal pan-hysterectomy in any other case. 

The first step in these abdominal pan-hysterec¬ 
tomies for cancer is to make the vagina as aseptic 


as you can by douching with perchloride of 
mercury, and then endeavour to shut off the septic 
discharge which is coming from the os uteri, to 
prevent it contaminating the field, particularly the 
peritoneum. Afterwards, of course, you will be 
taking the uterus out through an abdominal incision. 
After disinfecting as described, I pass a needle on a 
handle through one side of the vaginal portion 
and bring it out on the other side in such a 
way as to give you a ligature encircling the 
external os. I tie that ligature as tightly as I can, 
and in that way any discharge is prevented escap¬ 
ing from the body of the uterus during the 
operation. You may or may not do another step 
there. Sometimes I have done so and sometimes 
I have not. I think on the whole it is rather more 
convenient to do it. You may make an incision 
in the anterior fornix and separate the bladder a 
little from the cervix. It is rather easier to do it 
from the vagina with certainty than it is when you 
have the abdomen opened to get into the vagina 
from the vesico-uterine pouch. It is certainly 
easier to separate the cervix from the bladder 
from the vaginal aspect. Then the patient is put 
in the Trendelenberg position, the abdominal 
section is done, and the uterus exposed. And 
here may be mentioned one of the advantages of 
abdominal pan-hysterectomy. In coming on to 
the uterus from above you are able to take the 
ovaries and tubes away much more thoroughly 
than you possibly could if you were operating from 
the vagina. And that is very important, because 
in some of these cases there has been extension of 
the disease to those organs. In one case I had 
there was extension to one of the ovaries. It was 
a secondary malignant growth of one ovary, but 
nowhere else, and that ovary was very completely 
and easily removed in operating from above. One 
was able to tie the ligature well away from the 
malignant area. But if you were operating from 
the vagina it would be impossible to do it so 
thoroughly. In operating from above you remove 
the ovaries and tubes and structures to*which the 
growth has spread secondarily, and you can remove 
those parts more easily than you could by the 
vaginal method. There is another advantage about 
the abdominal route. By the vaginal method you 
cannot be certain that there are no secondary 
growths elsewhere. But by abdominal section, 
directly you have the abdomen open, if you have a 
case where there are secondary growths on the 
parietal peritoneum, or in the mesentery, or omen¬ 
tum, you can recognise them ; and if you find these 
deposits in the peritoneum and omentum you can 
at once see that the case is too far advanced for 


anything to be done. If in such a case as that 
you are operating from the vagina you have, per¬ 
haps, done the greater part of the operation before 
you find that the case ought not to have been 
attacked, because it was too far advanced, and yQq 
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will have the mortification of finding that all you | 
have done has been useless, and that the patient 
has been put to the pain and risk of a severe j 
operation to no purpose. The advantage men¬ 
tioned is certainly a very important one in operat¬ 
ing by the abdominal route. Moreover, if you 
operate by abdominal pan-hysterectomy, you can 
ascertain easily if the tubes and other structures j 
are involved, and if their removal is practicable you 
can do it more easily. Of course in removing the 
uterus for carcinoma of the body, or for carcinoma 
at all, you have to remove the whole of it. For 
this disease it will not be sufficient to perform the 
operation which you see frequently done for 
fibroids, supra-vaginal abdominal hysterectomy, in 
which the body is removed and the cervix left. 
You must remove the whole uterus. After tying 
off the broad ligaments and separating the uterus 
down to the level of the internal os, you incise the 
peritoneum in front, and if you have made that | 
preliminary separation of the bladder from the 
cervix from below, you find directly you have cut j 
the peritoneum you have the cervix free in front. | 
Having done that, you can quickly pass one finger j 
round the posterior fornix, and identify the proper | 
place in which to open it. Having divided the I 
posterior fornix, the uterus remains attached by a j 
slight lateral attachment, containing the uterine | 
artery. You keep close to the cervix, tie the 1 
attachment on each side, and then cut between j 
the ligature and the cervix; the uterus is then 
free and can be removed. But remember, you 
have to keep close to the cervix, otherwise 
you will be almost certain to tie one of the 
ureters. So far I have not myself tied a 

ureter. Having got the uterus away, you finish 
up the operation by collecting together the 
ligatures which have been left long, and drawing 
them down into the vagina ; a sterilized gauze drain 
is drawn into the vagina from above and an inch 
of it is left projecting into the peritoneal cavity. 

I he abdomen is then closed. This is a good 
operation, and the mortality is not so very great. 1 
Still, it is decidedly more dangerous than vaginal 
hysterectomy. However well you perform abdom- 
nal hysterectomy, there is much more shock than 
there is in vaginal hysterectomy. In the latter 
there may sometimes be a little temperature, 
perhaps, due to sloughing, but practically for the 
most part the patients are not at any time in 
serious danger after the operation. On the other 
hand, the subjects of pan-hysterectomy by the 
abdominal method seem to suffer severely from 
the operation. In vaginal hysterectomy there is 
often no more disturbance than after a normal 
labour. 

For all these reasons, in cases of carcinoma of 
the body of the uterus suitable for operation, 
vaginal hysterectomy, whenever possible, is the 
operation to be performed. 


SOME COMMON ERRORS IN 
THE DIAGNOSIS AND TREATMENT 
OF DISEASES OF THE NOSE. 

By J. DUNDAS GRANT, M.A., M.D., F.R.C.S., 
Surgeon to the Central London Throat and Ear Hospital. 

Some of the errors to which I am about to refer 
may be called common, because they occur in 
diseases which are frequently met with, others 
because, though the disease in question is rare, it 
is common for errors to be made in regard to its 
diagnosis and treatment. As examples of the 
former kind, I may instance eczema of the vestibule, 
foreign bodies, and perhaps early gumma of the 
septum, which are not at all uncommon, but are 
commonly mistaken for various forms of rhinitis, 
purulent or hypertrophic. Of the other class, 
malignant disease of the antrum is a most striking 
example, and I have frequently seen the out¬ 
growths into the nasal cavity diagnosed as nasal 
polypi. I shall commence with illustrations of 
those w r hich are of most common occurrence. 

Inflammation of the vestibule .—This is often 
overlooked as the result of “ digging too deep” 
and searching for disease in the deeper parts of 
the nose w r hile overlooking what is nearest at hand. 
Thus I have frequently seen slight discharge 
attributed to chronic rhinitis of one kind or another, 
when in reality it came from the skin lining the 
vestibule and was the symptom of a moist eczema. 
It is not unfr£quently associated with a fissure or 
crack at the anterior part of the orifice, and gives 
rise to great discomfort. One factor which con¬ 
tributes to its being overlooked is that the walls of 
the vestibule are hidden by the blades of the 
speculum. 

Foreign bodies in the nose are constantly over¬ 
looked, although they arc frequently the cause of a 
purulent nasal discharge. As a rule a foreign body 
is introduced into one nostril only, and in the case 
of children the rule with specialists in cases of uni¬ 
lateral discharge is to look first for a foreign body. 

Persistence in douching. —There is no doubt that 
in certain cases a cautious use of some form of 
nasal irrigation is a measure of the greatest value, 
but it would seem as if some practitioners con¬ 
sidered it a universally applicable means of treat¬ 
ment in nasal disease. It is of the greatest value 
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when the nasal cavities are the site of accumulations 
of inspissated mucus or pus, and indispensable in 
those cases of laryngitis due to the inhalation of 
such secretions from the nose, whether they arise | 
from the accessory sinuses or from the mucous mem¬ 
brane of the nares or naso pharynx. When there 
is thinning of the mucous membrane and abnormal | 
width of the passages, with accumulation of inspis¬ 
sated secretion of more or less foetid character, 
nothing is so valuable as a nasal douche. The 
tendency of irrigation of the nose is to produce 
turgescence of the turbinated * bodies and the 
mucous membrane generally, and in hypertrophic 
rhinitis it is, therefore, most harmful. In such 
cases I constantly see the error committed of per¬ 
sisting in the use of nasal douching. , 

I have already referred to its effect in cases of | 



Fig. i. —Insphratory nasal douche. 

eczema of the vestibule. I may remind you of 
what is fairly familiar, that the old form of hydro¬ 
static nasal douche, placed at a height above the 
patient’s head, has been the cause of serious 
suppuration in the middle ear in many cases from 
the passage of fluid up the Eustachian tubes, 
especially when the opposite nostril is obstructed 
and the patient performs the movement of swallow¬ 
ing. The vis a tergo is the dangerous form of 
energy, and I have devised what for want of a 
better name I have termed the inspiratory nasal 
douche, in which, by the action of snuffing, the 
patient draws the fluid well up into the nose and 
into the naso-pharynx. The vis cl fronte is here 
substituted, with, I believe, most advantageous 
results. 

In cases of strongly adherent crusts an ordinary 
Higginson’s syringe with a fine point is very 
valuable. 


I may add that there is a considerable amount 
of evidence that irrigation with liquids containing 
carbolic acid or astringent preparations of zinc 
| may lead to destruction of the sense of smell. 
Douches should only be used for scavenging 
purposes, and as soon as these purposes are 
i affected the douche should be stopped for fear o 
leading to hypertrophy. 

Nasal .polypi are generally recognisable, but 
with those who are not expert it is not an un¬ 
frequent error to mistake for such hypertrophy of 
one of the turbinated bodies or even the various 
outgrowths from the septum, including a haematoma, 
to which I shall shortly refer. Multiple polypi, 
accompanied by an extensive secretion of pus, 
are usually the result of suppurative disease in the 
ethmoidal, frontal, or other sinuses of the nose. 
In the treatment of polypi errors are extremely 
common. Until recent years the only instrument 
! employed for the purpose w T as the so-called polypus- 
I forceps, which fortunately is not now very familiar 
to the medical student, although in my student 
days the pocket case of every student included an 
i instrument known by that name. I need hardly 
j remind you that a snare employed under the 
guidance of the eyesight with reflected light 
| directed into the nose is almost universally em¬ 
ployed ; but mistakes are often made in those 
cases in which polypi project into the naso-pharynx, 
and I have frequently seen patients who report 
that they have had twelve or thirteen polypi 
removed, and yet they have been unable to breathe 
a bit better. The error has been one comparable 
to that of the Irishman who, when asked if he had 
oiled the cart, said, “ Yes, every part of it except 
the sticks that the wheels hang on ”; and in cases 
to which I refer all the polypi have been removed 
except the actual ones which were causing obstruc¬ 
tion, and when this has been done the patient is 
at once conscious of the difference from his 
previous operations. The best method of removing 
a polypus so situated is to pass a forceps through 
the anterior nares and guide it to the root of 
the polypus by means of the index finger of the 
opposite hand introduced into the naso pharynx. 
This is best done under such an anaesthetic as 
nitrous oxide gas. 

Hcematoma of the septum .—It is probably the 
rule rather than the exception for haematoma to be 
mistaken. The immediate result of a blow on the 
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lower part of the dorsum of the nose is frequently 
to cause an invasion of blood in the perichondrium 
on each side of the septal cartilage, sometimes 
more marked on one side than the other. This 
bulges down into the anterior pares and presents 
the appearance of a very bright red polypus. The 
rapid formation makes the diagnosis easy for those 
who know how to recognise it, and it can easily 
be made out by means of a probe when the swell¬ 
ing is on the septum ; its soft elasticity to the 
touch is almost unmistakable; and if there is a 
swelling on each side of the septum, the two 
usually communicate, so that the fluid can be 
pressed from one side to the other. Opinions 
differ as to the treatment of such cases, but it need 
hardly be said that if an error in diagnosis led to 


occurs in the less typical cases, but there has 
been immense advance in the general knowledge 
of such diseases. I need hardly remind you 
that a purulent nasal discharge which is feetid 
to the patient, and which increases when the . 
head is bent forwards and downwards, is almost j 
invariably of antral origin. There is usually' 
then found to be opacity on transillumination, 
and pus can be washed out if a fine trocar 
passed under the inferior turbinated body is 
made to enter the antrum, or if after the 
extraction of the appropriate tooth a perforation 
into the antrum is made through the socket of 
a tooth into the antrum and irrigation is prac¬ 
tised through this. This alveolar puncture is by 
far the most convenient orifice for the patient 



Fig. 2.—Upper jaw of a child seven years old. 


an attempt being made to drag it away by means 
of forceps or a snare, the result would be lament- , 
able, if it were possible to carry out such 
treatment. My belief is that the evacuation of 
the blood is the best method, and that after this 
is done pressure should be exercised on the two 
sides of the septum by means of a piece of india- 
rubber drainage-tube introduced into each nostril. J 
Some observers consider that the blood may 
become absorbed, but to leave it is to run great 
risk of suppuration taking place. 

Disease of the antrum .—Until very recent years | 
it was the commonest possible experience among , 
specialists to have cases of most typical antral | 
suppuration referred to them as intractable nasal 
catarrh, ozaena or polypus, and which answered to ; 
treatment as soon as the antrum was submitted 
to puncture and irrigation. At present this j 


to carry out the irrigation of his own antrum ; 
for a long time it was the only method practised, 
and even now some practitioners employ no other. 
To my mind this is decidedly an error, for several 
reasons. The maintenance of a communication 
between the nose and mouth is unphysiological 
and calculated to lead to the re-infection of the 
antrum. In the second place it is an error to 
suppose that suppuration of the antrum always 
arises from diseases of the teeth ; in many of my 
cases the teeth have been to all appearances 
perfectly sound, and the antral inflammation has 
been accounted for by some intra-nasal operation 
or infectious conditions, such as influenza or 
diphtheria. I hold that we must be selective and 
treat many of the cases of antral disease through 
the nose itself. When you consider the anatomy 
of the upper jaw in a child of six or eight years old 
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(Fig. 2) in whom ertipyema of the antrum may 
occur, you will realise at once that a perforation 
through the alveolus is scarcely justifiable on any 
ground whatever; the interference with the second 
teeth would be most serious, and the opening i 
through the canine fossa equally objectionable; j 
in these cases the treatment can and should be 
carried out through the nose. In cases of acute 
inflammation in the antrum I am of opinion that 
the alveolar mode of access is equally wrong. I j 
have myself treated several by puncture through 
the inferior meatus, with the result of complete ] 
recovery after a few irrigations—in one case, at 
least, as few as a single irrigation. In view of 
such a possibility the extraction of a tooth for 
the purpose of washing out the antrum would be 
regrettable and indeed scarcely justifiable. 

The so-called classical symptoms of disease of 
the antrum are present in the minority of cases ; i 
they are, swelling over the outer surface of the 
maxilla and distension of the antrum in all 
directions, such as into the orbit, into the nose, 
to some extent also into the palate, and you are 
familiar with the description characterised as 
“egg-shell” crackling on pressure. Such dis¬ 
tension of the antrum is practically never the 
result of simple suppuration in the cavity. When | 
it does occur we must think in the first place of a 
new growth occupying the cavity, and we should 
think of this in the second and third places also; 
among these I may refer to cysts, and particularly 
to malignant disease. These I shall have to refer 
to again in connection with nasal polypi, and as a 
very frequent cause of error in diagnosis, and to 
some extent in treatment also. 

I shall refer to certain mishaps which have 
occurred in antral disease. On two occasions I 
have seen practitioners who were actually experi¬ 
enced rhinologists pass the trocar from the nose 
into the soft parts between the maxilla and the 
cheek and inject liquid so as to produce a most 
painful hydroma which took several weeks to 
subside. This w r ould have been avoided if the 
point had been directed further back in the 
inferior meatus. If, again, after having introduced 
it, the operator had passed a finger between the 
cheek and gum, he would have felt the trocar on 
the maxilla, and would have abstained from 
injecting air or fluid. 

I have myself perforated the posterior wall of 


the antrum in a case in which I had previously 
made an exploratory puncture without mishap. 
The needle passed through the original opening 
without my observing it, and, the antrum being a 
small one, I incautiously perforated the further wall 
and entered the soft parts beyond. Fortunately I 
only injected a little air, which caused pain and a 
limited emphysema behind the jaw, which rapidly 
subsided. When in doubt I invariably feel 
behind the jaw before injecting fluids. I cannot 
help thinking that in one case of mine the frontal 
sinus became infected from the antrum owing to 
the patient (who was in an early stage of insanity) 
using extreme force in syringing the antrum 
through an alveolar opening and thereby driving 
infected fluid up the infundibulum. This is all 
the more likely to occur if the middle turbinated 
body is enlarged so as to cover over the hiatus 
semilunaris and convert its half-channel into a 
tube. 

In another case the exploratory puncture was 
followed by pain and constitutional disturbance, 
for which the opening of both the antrum and the 
frontal sinus was required, revealing a collection of 
cheesy matter in both. There was great resistance 
to the exit of the fluid at the time, and I think 
some must have reached the frontal cavity. 

Whatever mode of irrigation of the antrum is 
employed no force should be exerted. 

Distension of the antrum being, as I have said, 
chiefly caused by the presence of new growths, the 
use of the exploratory cannula should be limited 
with exceeding care. In such a case the forcing 
in of air or liquid must be avoided, and if a needle 
is used it should be with a suction syringe. The 
following is an illustrative case of such distension, 
with extreme pain: A lady aet. 54 was seen in 
November, 1898, on account of aching in the 
right cheek bone and a slightly offensive discharge 
from the nose, both of which symptoms had 
developed gradually since the previous June. 
There was a fulness over the right superior maxilla, 
and indistinct yielding on pressure. The disten¬ 
sion suggested the presence of a cyst, and the pain 
seemed to indicate that it had suppurated. A fine 
trocar and cannula were passed through the 
inferior meatus of the nose into the antrum, and 
on inflating a little air great increase of pain was 
produced. An aspirating syringe was attached, 
and a little purulent fluid was withdrawn, giving 
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great relief and confirming the diagnosis. It was 
decided to operate through the canine fossa, and 
when the bone was chiselled through, there 
remained, separate from it, a shining membrane, 
the wall of the cyst; this was torn through and a 
sero-purulent fluid evacuated; the lining was 
scraped, an opening was made through the nasal 
wall, and the cavity was stuffed with iodoform 
gauze. This was left for two days and then 
removed. The favourable prognosis attaching to 
such cysts was exemplified in this case. 

Other swellings on the surface of the antrum 
have been sent to me as probable distension of the 
antrum. One was a periosteal gumma, others 
dental cysts of developmental or periostitic origin, 
others outgrowths from sarcoma. 

I, like others, have often overlooked suppuration 
of the frontal sinus when associated with antral 
suppuration. 

A very unusual source of error is the presence 
of pus in the upper and anterior part of the nasal 
cavity, simulating frontal suppuration, but really 
due to purulent inflammation of the lachrymal sac. 


A LECTURE 

ON THE 

RESULTS OF SURGICAL TREAT¬ 
MENT OF INFANTILE PARALYSIS. 

Delivered at the Hospital for Sick Children, Great 
Ormond Street, W.C. 

By F. J. STEWARD, M.S., 

Assistant Surgeon to the Hospital, and to Guy’s Hospital. 


Ladies and Gentlemen,—I have been unfortu¬ 
nate about my cases to-day; I had hoped to 
show you six, but only two have come in answer to 
my requests. 

For the last few years a good deal of attention 
has been drawn to the question of the possibility 
of improving cases of infantile paralysis by surgical 
measures, and a large number of operations have 
been done with a varying amount of success. Of 
course the all-important point with regard to pro¬ 
cedures of this kind is the final result, and with a 
view to giving you some impression of what the 
final result is likely to be, I tried to arrange to get 
a number of cases here which were operated upon 
some time ago. They were all operated upon 


about two and a half years ago, and I hoped that 
by a study of these cases you might be able to form 
some opinion as to what the real results are. Of 
course two and a half years is not a very great time; 
still, as far as I can judge there is not much change 
after that lime, and I thought it nevertheless 
would be sufficiently long to enable you to form 
some idea. I will read the notes of the cases and 
go over them with you at the same time, and then 
you will be able to form your own judgment about 
them. 

The first case is that of a little girl who is 6 J years 
of age. She had an attack of infantile paralysis, 
affecting both legs when a year old—that is, five and 
a half years ago. When I saw her first, in January, 
1902, the condition was as follows : the left leg 
had completely recovered from the paralysis ; the 
right leg was smaller than the left in all details, 
most of the muscles having partly recovered. The 
different muscles had not, however, recovered to 
the same extent, so that the foot was in a position 
of talipes calcaneo-valgus, the heel being dropped 
so that it hung practically vertically down, and was 
of the usual ball-like form which is met with in 
talipes calcaneus, and the child was walking on the 
inner side of the foot owing to the valgus. Before 
going any further and describing the operation I 
performed, let us consider for a moment how the 
deformity was produced. The foot was in a 
position of calcaneo-valgus. The easiest plan is 
not to bother about the names of the muscles, but 
to consider them as consisting of four different 
groups: anterior, posterior, internal, and external. 
Here the heel was dropped, showing that the para¬ 
lysis of the posterior muscles was more marked 
than that of those in front. Secondly, as the foot 
was in a position of valgus, it was clear that the 
internal group of muscles was weaker than the ex¬ 
ternal. The next question is as to what that 
weakness was due to. I think it is important to 
bear in mind that there are two factors. If a 
muscle never recovers power at all after being 
affected with infantile paralysis, of course the 
opposing muscles will get the advantage and tend 
to produce deformity. But there is another factor 
which comes in, and it is that not only does the 
deformity depend upon the amount of recovery, 
but it depends upon the time of recovery. Let us 
consider what may happen if the anterior muscles 
recover first. Supposing the whole of the limb is 
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paralysed, and the anterior muscles of the foot 
recover before the posterior ones ; they shorten at 
once as they recover and stretch the posterior 
muscles, so that although the posterior muscles 
may partly recover later on they are under a 
mechanical disadvantage owing to being constantly 
stretched, and consequently the effect of their 
recovery is partly lost. Therefore the actual con¬ 
dition of the muscles when you see the case 
depends partly upon the amount of recovery, and 
partly upon the relative time of recovery of the 
different muscles—that is to say, the order in which 
the recovery took place. The condition here then 
was that the heel was dropped, and the foot was 
pulled upwards by the over-contraction of the 
anterior muscles, which had recovered either more, 
or more quickly than the posterior muscles. We will 
therefore represent the anterior muscles as + and the 
posterior muscles as —. The external was stronger 
than the internal group, so we can represent them 
as + and the internal as —. That explains the 
deformity. And now as to the indications for 
operation, or the indication for treatment, before I 
read out the operation which was actually performed. 
It is clear that while the inequality between the 
strength of the different groups persists, however 
much one corrects the deformity, there is always 
the tendency for recurrence to take place ; that is to 
say, however one were to lengthen the shortened 
tendons and shorten the lengthened tendons, 
the effect cannot be permanent in any way, 
because as long as the anterior muscles are 
stronger than the posterior they will go on stretch 
ing them, and as long as the external are stronger 
than the internal they will do the same. So the 
tendency will be for the deformity to recur. 

What else can be done ? There is a given amount 
of power distributed between these four groups 
of muscles, and the question arises whether 
it is not possible to redistribute the power round 
the limb so that a balance, or more of a balance, 
will result. That is what is attempted in these 
operations of tendon transplantation. The indi¬ 
cation here was of course to weaken the anterior 
group or strengthen the posterior group in order to 
combat the tendency to calcaneus, and at the same 
time the other indication was to strengthen the 
internal group or weaken the external and so over¬ 
come the tendency to valgus. And the way in which 
I attempted to accomplish this was to strengthen 


the posterior group by transferring some power to it 
from the external group, and in that way at the 
same time the external group was weakened so as 
presumably to balance the internal group, the 
peroneus longus being attached to the tendo 
Achillis and so transferred from the external to 
the posterior group. 

The details of the operation will show how 
this was brought about. 

On January 4th, 1902, an incision-was made 
along the outer side of the tendo Achillis for about 
four inches, and the tendon of the peroneus 
longus and the tendo Achillis exposed. The 
peroneus longus tendon was then divided, and 
having been passed through an incision in the tendo 
Achillis, was firmly attached to it by numerous 
fine silk sutures, so that its power was added to 
that of the posterior group. I should say that the 
tendo Achillis was made tense before the sutures 
were applied, so that the peroneus longus tendon 
held the heel up in its normal position. In order 
to overcome the remainder of the valgus, which 
was very marked, the peroneus brevis tendon was 
divided. The wound was then closed. The limb 
wai kept in plaster for a month, and after that 
regular massage, rubbing and exercises were 
ordered. I saw her from time to time, and a year 
later there was still a tendency to valgus, although 
the calcaneus had been satisfactorily overcome, the 
heel being well held up. I therefore decided to 
attempt to overcome the valgus by a second opera¬ 
tion, which was performed on April 28th, 1903. 
As the extensor longus hallucis acted well I made 
an incision on the inner side of the foot and ex¬ 
posed the tendons of the extensor longus hallucis 
and tibialis anticus. The extensor longus hallucis 
tendon was then divided and the divided end put 
on the stretch and stitched firmly to the tibialis 
anticus tendon, and the wound closed. At the 
present time, a year after the second operation, 
and two and a half years after the first, you see 
that the foot is fairly flat, but there is a little 
tendency to valgus still. There is also, as you 
see, a tendency to flexion of the great toe 
owing to the loss of its extensor. I do not 
think this is likely to give much trouble, 
and it is even now disappearing. You will 

notice also that although the peroneus longus 
was attached to the tendo Achillis it does not 
stand out very markedly as if it were doing the 
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greater part of the work. I think that this is 
because another factor has come in here and 
helped matters, namely, that stitching the peroneus 
longus to the tendo Achillis resulted in a good 
deal of slackening of the weak gastrocnemius and 
soleus, which has been followed by further re¬ 
covery in these muscles. In fact, if you feel these 
tendons you will be able to make out easily that the 
tendo Achillis has considerably recovered ; this 
I think is largely owing to the help given it by the 
peroneus longus being attached to it, and it illus¬ 
trates the tendency that a muscle has to regain 
power after it is relieved for stretching. So, to 
sum up, the result in this case two and a half 
years after commencement of treatment is ability 
to walk pretty well, and without any apparatus. 
She, of course, has not got a strong limb; one 
cannot hope to increase the strength of the 
whole limb, but I think the attempt has re¬ 
sulted in a considerable amount of success in 
the way of redistribution of the available muscular 
power round the ankle-joint. The foot is pretty 
rigid ; it is on the whole fairly flat, and at present 
the deformity shows no tendency to recur, and she 
is saved thereby from having to wear a heavy, 
uncomfortable, and expensive apparatus for the 
rest of her life. 

This next case is a boy whom I saw at about the 
same date, namely two and a half years ago. He 
was then six years old, and was suffering from the 
results of an attack of infantile paralysis which he 
had at the age of i year. The condition when I 
first saw him was as follows : There was consider¬ 
able wasting of the right leg, but some of the 
muscles had recovered much better than others, 
marked deformity resulting, the foot being in a 
position of extreme equino-varus, the exact opposite 
of the case I have just shown you. There was j 
marked shortening of the tendo Achillis, which 
could not be overcome by extending the foot, so 
that there was a real contracture—that is to say, 
organic shortening of the muscles and tendon. 
There was also much contraction of the tibialis 
anticus and tibialis posticus, associated with para¬ 
lysis of the peronei, so that the boy walked prac¬ 
tically entirely on the outer side of the foot. This 
mark which you see on the outer margin of the 
foot is the remains of a thick corn that he had two 
and a half years ago, and on which he walked. So 
the condition in this case was this: the posterior 


muscles had recovered at the expense of the 
anterior, or before the anterior, so that they pulled 
the heel up. Again, the internal muscles in this 
case had recovered sooner and more completely 
than the external, and the result was the talipes 
varus. 

With regard to the indications in this case, you 
see that they were exactly the reverse of the first 
case—namely, in the first place to weaken the 
posterior muscles or strengthen the anterior, and 
so overcome the equinus; and secondly, to weaken 
the internal group or strengthen the external group, 
and in that way overcome the varus. What I did 
was to weaken the posterior group and to strengthen 
the external group by transferring some of the 
power from the back to the outer side. The opera¬ 
tion was this : it was performed on February 28th, 
1902. An incision was made along the outer 
margin of the tendo Achillis, and the tendo 
Achillis and peroneus longus exposed as in the 
other case. The tendo Achillis was next split 
vertically from a point about an inch above its 
insertion well up into the muscle. The outer 
piece was then completely separated from the rest 
of the muscle by a small transverse incision 
below. The peroneus longus was then exposed 
and pulled tight, so that the marked varus that 
was present was overcome, and the outer separated 
portion of tendo Achillis then attached to it. 
By taking away half the tendo Achillis the posterior 
muscles were weakened considerably, in the hope 
that they would then balance the anterior. By 
adding that half from the posterior aspect to the 
peroneus longus the external muscles were increased 
in strength. There was one other thing necessary, 
and that was to lengthen the remaining part of the 
tendo Achilbs, and so overcome the contracture 
- that was present. That was done by splitting it 
into two strips which were allowed to slide upon 
one another till the position of the foot was cor¬ 
rected, the two strips being then reunited with 
sutures. So practically two things were done : the 
peroneus longus was made tense, and then had 
sutured to it the external half of the tendo Achillis, 
and the tendo Achillis was lengthened. As in the 
previous case, the limb was put into plaster of Paris 
and kept so for a month, after which exercises and 
rubbing were ordered. 

At the present time, two and a half years after 
the operation, the condition, as you see, is as 
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follows: First of all with regard to the equinus, 
this has been completely corrected, and shows 
no tendency to recur. Moreover, he can use 
both the posterior and anterior muscles well. 
With regard to the varus, you will see, looking at 
the foot off the ground, that there is still some 
degree of varus, but it has been largely overcome, 
as you can gather from the way in which the boy 
walks with his foot flat on the ground. And more¬ 
over, he has got the voluntary power of moving the 
foot outwards. That power I think is increasing, 
so that the additional strength of the external 
muscles has enabled him to combat the tendency 
of the tibialis anticus and posticus to keep up the 
condition of varus. 

Now with regard to the part of the tendo 
Achillis which is attached to the peroneus longus. 
You can feel it well, and when he stands on his 
toes you can see it stand out. It is acting well, 
and there is no evidence of any atrophy. You 
see he can walk with his foot fairly flat instead of 
on the outer side of it as he did before, so that 
his deformity is gone and he has therefore no 
need to wear a heavy and expensive apparatus. 

As I said at the commencement, I had hoped 
to have had four other patients upon whom I 
operated in January and February, 1902, for you 
to See. But as these others are not here I will not 
trouble you by reading the notes of their cases. 

I will, however, just indicate to you the result of 
operation in these four cases. The first is a failure. 
It is a case in which there was still a good deal of 
paralysis of all the muscles, and for that reason I am 
not sure that I was not a little unwise in doing 
anything. But there was very considerable valgus ; 
that is to say, the foot was extremely flat, so I 
thought I might do good by transferring power 
from the outside to the inside. I brought the 
peroneus brevis over and attached it to the tibialis 
anticus, but I do not think it has had any effect, 
although the boy’s mother persists in saying he is 
better. Two of the four were very similar to the 
cases which I have shown you, and the results 
have been very similar—that is to say, what I think 
I may call fair results. The last one is a little girl 
who has improved to a certain extent, but not so 
much as those two whom I have shown you. If I 
compare the others with those you have seen, you 
will be able to gather what amount of improvement 
one may expect to derive from this procedure. I 


should say as far as these cases go, that if a careful 
selection of cases is made, you can hope to be 
able to do away with the deformity, and also to 
prevent its recurrence, so that the children may be 
able to walk without those heavy, clumsy forms of 
apparatus which so many children with infantile 
paralysis have to wear. 

We will now consider in a little more detail one or 
two of the main principles which underlie this 
method of treatment. First of all with regard to the 
selection of cases for operation. If you see a large 
number of cases of infantile paralysis, I think you 
can definitely divide them up into three distinct 
groups. First of all, there are those in which there 
has been practically no recovery in the whole 
limb, and the parts which are involved are 
absolutely atrophied, with the result that the ankle- 
joint is usually flail-like. It would be utterly 
useless to attempt anything like transplantation in 
such a case. The only thing you can do in these 
cases is to attempt to make the joint stiff. I might 
mention a case in which for a flail-like ankle I 
performed arthrodesis some time ago on a small 
boy. He illustrates very well what one may expect. 
He had an extremely flail-like joint, and I opened 
the ankle-joint, cut away a lot of cartilage, rubbed 
over the joint surfaces with pure carbolic acid, 
afterwards sewing up the wound. I thought I had 
caused enough irritation in that joint to produce 
firm ankylosis. But two and a half years after 
that rough treatment there is still pretty free move¬ 
ment in the ankle-joint; he has, however, bene¬ 
fited because the ankle-joint is certainly not so 
absolutely flail-like as it was. That is the first 
group of cases, in which the paralysis is fairly 
complete. The second group consists of those in 
which there is a fair amount of recovery, but the 
recovery is well distributed between the different 
groups of muscles. In these cases there is con¬ 
sequently practically no deformity, and there is 
therefore no indication for operation. The third 
group of cases consists of those in which there is 
good recovery in some muscles but poor recovery 
in the others, with the result that the muscles that 
have recovered well stretch their weak opponents 
and so produce deformity. That is the group of 
cases which can be most benefited by these opera¬ 
tions, and it is quite clear that the greater the de¬ 
formity happens to be, the greater is the chance of 
success by tendon transplantation, the simple reason 
Digitized by \ jOOQie 





352 The Clinical Journal. ] 


MR. F. J. STEWARD. 


[ Sept. 14,1904. 


being that the marked degree of deformity is clear 
evidence that there is considerable recovery in 
those muscles which are producing it, and if you 
can by operation transfer some of the power to the 
paralysed groups it stands to reason that there is a 
fair chance of preventing a recurrence of the 
deformity itself. 

Now with regard to the actual operation. First 
as to the tendon which is to be chosen for trans¬ 
plantation. Either you can do as I have done in 
the cases which I have exhibited to you, unite 
tendons which are close together anatomically; the 
advantage of this being that the operation is simpler 
and the line of action of the original tendon is not 
so much changed, and therefore you might expect 
that its action afterwards would be satisfactory. 
Or a tendon may be carried right across and 
attached to its paralysed opponent, so that suppos¬ 
ing the case is one of varus from over-action of the 
tibialis anticus and paralysis of the peronei, what 
is done is to take the tibialis anticus, expose it in 
the leg, and having exposed the peroneus brevis 
tendon, tunnel the skin, carry the tibialis anticus ] 
underneath, and attach it to the peroneus brevis. 

There are, then, these two methods of going 
to work; but what one can do must largely depend 
on the deformity which is present, and in certain 
cases one has to exercise a certain amount of 
ingenuity in deciding what is the best method of 
procedure. About eighteen months ago I used both 
the methods I have mentioned in one case, and it 
has been very successful. It was a girl who had 
equinus in the first place, so that her tendo 
Achillis was too strong, and in addition to that she 
had marked valgus, so that ihe peronei were strong, 
and the tibialis anticus and posticus were weak. I 
transplanted the inner half of the tendo Achilles 
on to the tibialis posticus, and secondly I trans¬ 
planted the peroneus brevis over the front of the 
ankle-joint and attached it to the tibialis anticus. 

The next point to note especially is that the 
deformity must of course be corrected at the time 
of the operation. If there is actual contraction of i 
fascia or real shortening of tendons, those tendons 
must be divided or lengthened, and the fascial 
contractions must be overcome either by wrenching 
or dividing, because you cannot expect that the 
reinforced muscle will be strong enough to over¬ 
come the deformity. You must overcome the 
deformity at the time of the operation and trust 
that the reinforcement of the weak muscles will 
be sufficient to prevent its recurrence. i 


Of course, it is almost needless to say that strict 
aseptic precautions are essential to success. Sup¬ 
posing suppuration occurs, you may be certain that 
the stitches will come out and the operation will be 
undone, and secondly, there is great danger of 
actual harm occurring from the fact that the 
tendons are so liable to slough or to become 
adherent to surrounding parts, and in such an 
event the condition after the wounds have healed 
will probably be much worse than before anything 
was done at all. 

Finally, a very interesting question arises in 
connection with this treatment, and that is the way 
in which the muscles and tendons adapt themselves 
to altered functions. It is very difficult with 
hospital out-patients to do much in the way of 
education, but, as might be expected, the best 
results are obtained in those cases in which the 
parents can be made intelligently to teach the 
children to put the reinforcing tendons into action, 
and so re educate their centres to produce the 
particular movement that is required. This trans¬ 
plantation of tendons is, in fact, nothing more nor 
less than an example of what happens after nerve- 
crossing, which has been proved experi mentally to 
be feasible. For instance, if two nerves with 
opposite functions are divided and united across— 
that is to say, supposing you take two nerves, one 
which is supplying flexor muscles only, and the 
other supplying extensor muscles, if you unite the 
proximal end of the flexor nerve to the distal end 
of the extensor, and similarly unite the distal end 
of the flexor to the proximal end of the extensor— 
it is found subsequently that normal co-ordinated 
movements take place. Moreover, it has been 
proved experimentally that the actual centres are 
re-educated, so that the original extensor centre 
when stimulated after trephining is found to be the 
flexor centre, and what was the flexor centre be¬ 
comes the extensor centre. After tendon trans¬ 
plantation the result is similar to this, but the 
crossing is rather lower down. No doubt the 
patients have to re-educate their cortex to react as 
it should do to the altered conditions. 

The facts that I have mentioned about nerve¬ 
crossing lead up to one other point, and that is 
the possibility of doing good in some instances of 
infantile paralysis by nerve-crossing. Supposing, 
for instance, the anterior tibial muscles, the 
extensor group, only are paralysed, so that there 
is bad talipes equinus, it might be possible to 
regain power, if their reaction to faradism had not 
entirely gone, by dividing the anterior tibial nerve 
and attaching it to the posterior tibial or musculo¬ 
cutaneous, and in that way it is conceivable that 
recovery might take place. It is in this direction 
that one hopes that further advances will be made 
in the treatment of infantile paralysis in the near 
future. 
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A LECTURE 

ON THE 

TREATMENT OF CONGENITAL 
CLUB-FOOT.* 

By JOHN POLAND, F.R.C.S., 

Surgeon to the City Orthopedic Hospital; Senior 
Surgeon to the Miller Hospital. 


My purpose in this lecture is chiefly to acquaint 
you with the result of my experience of cases of 
club-foot that have been under iny care at the City 
Orthopaedic Hospital as well as in private practice. 
It is not, however, my intention to deal with the 
valgus form of congenital club-foot, although it is 
by no means uncommon, for this is easily remedied 
by manipulation, the use of splints, division of the 
I peronei tendons and extensor longus digitorum, 

1 and other simple measures about which there is no 
controversy. Nor shall I discuss the vexata qucp.stio 
1 of the etiology of congenital talipes equino-varus, 
the form of club-foot which is the subject of this 
lecture. I am concerned only with the treatment 
of the condition, my views with respect to tfhich, 
based, I venture to assert, on sound etiological 
data, are considerably at variance with those 
generally accepted. I have, besides, abundant 
evidence that the simpler curative methods, as 
practised by myself, are not as widely understood 
as they should be. To expound these methods, 
therefore, is the object of my lecture to-day. 

, I- My first observation as regards the treatment 
of congenital club-foot in the infant is that all cases, 

I from the mildest to the most aggravated forms, 
should be absolutely remedied during infancy. 

This kind of deformity is completely curable 
when once its exact pathology is understood; it is 
indeed only through such knowledge and that of 
real orthopaedic practice that a perfect cure can be 
achieved. Briefly expressed, the essential features 

* Delivered at the Medical Graduates’ College and 
Polyclinic. 
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of treatment are elongation of contracted tissues, 
gradual replacement of displaced tarsal bones, and 
the application of retentive mechanical apparatus. 
Many works on surgery still teach that treatment 
should not be commenced until the child begins 
to walk. This postponement of treatment is ob¬ 
jectionable, not only because of the valuable time 
lost in instructing the parent as to the proper con¬ 
duct of the case, but still more because during the 
period of delay the astragalus, os calcis, and other 
bones, as well as the ligamentous structures of the 
foot, are allowed to remain in their abnormal 
condition and still further develop and maintain 
the deformity. At this early age, too, the cartilagi¬ 
nous bones begin to ossify, their misformation and 
misplacement not only persisting but increasing in 
degree, while the ligamentous and fascial structures 
become more contracted, shortened, resistent, and 
rigid, so as to render the deformity much less 
amenable to treatment. 

In practice the efficient treatment of congenital 
club-foot in infancy depends much upon the regular 
care, coupled with patience, bestowed upon the 
case by both mother and surgeon. Some intelli¬ 
gence is likewise required on the part of the mother 
which is not always to be found among the poor. 
Treatment should be commenced almost im¬ 
mediately or within a few hours after the child’s 
birth. More can thus be effected at this early age 
in a week or two than in months at a later date, 
since in the first few months of infancy the foot 
increases in development at as great a ratio as it 
does in a whole year at a later period. 

Primarily the simple methods are these : 

1. The manipulation of the foot. 

2. The application of splints. 

First as to manipulation. By this means the 
milder degrees can be entirely rectified without any 
tenotomy whatever. 

The process consists in grasping the infant’s foot 
with the right hand, the sole being in the palm, 
while the leg and ankle are grasped and steadied 
by the left, and then makipg abduction and rotation 
of the foot at the transverse tarsal joint. Besides 
this eversion and abduction, flexion should also be 
made towards the dorsal aspect simultaneously 
with movements at the sub-astragaloid joint in the 
same directions. I need not remind you here that 
in the normal state the transverse tarsal joint is the 
most mobile of the tarsus, being formed by the os 


calcis and astragalus posteriorly and the cuboid 
and scaphoid anteriorly. 

During this manipulation numerous wrinkles 
appear on the outer and dorsal aspects of the foot, 
to which the attention of the nurse or mother who 
has the daily charge of the case should be drawn 
for guidance in her future manipulations. 

We should not forget that the ligaments and 
bones, especially the astragalus and os calcis, have 
been kept for months in the uterus in their 
abnormal position; it is only, therefore, by careful 
unfolding of the foot that the unshapely member 
can be converted into a perfect foot. In other 
words, in the production of the deformity there is 
an arrest of the foetal unwinding of the limbs which 
affects all the structures of the foot, to some extent 
those of the leg and knee, and in severe cases those 
of the thigh also; of the latter I will treat presently. 
As regards the foot the soft cartilaginous bones are 
by means of the manipulation gradually moulded 
to their natural shape and the shortened ligaments 
slowly stretched. The varus condition is thereby 
corrected in the first place. 

At this age I cannot too strongly insist that no 
cutting operation should be performed. 

Secondly as to splints. The splint that I always 
use is almost exactly the same as that employed 
years ago by Little. It ‘is made of malleable tin 
plate about one inch broad, extending from the 
knee along the outer side of the leg to below the 
toes, and is carefully padded and covered with 
linen or wash leather. The splint is applied every 
day by the mother, after manipulation of the foot, 
to the external, or rather the antero-external, aspect 
of the leg and foot with a domet, flannel, or flan¬ 
nelette bandage. 

There is an important detail to be remembered 
in applying the bandage—a turn should first be 
made round the foot, starting from without inwards 
round the sole to the outer side. The turns are 
then made alternately round the leg and foot in the 
same direction. 


The splints such as I show you are made of 
metal of such flexibility as to be easily bent by the 
surgeon into any shape required, and to retain that 
shape. Adams, as you know, recommended that 
the tin splint should be straight, and be bent out¬ 
wards later on to evert the foot completely. But I 
have found the pressure produced by this method 
too great in infancy, and liable to create sores. 
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The splint is applied with an inward curve at first, ; 
almost but not quite following the line of the 
deformity, and is then gradually bent to an out¬ 
ward curve at its lower part by the surgeon who 
sees the patient once or twice weekly. In |the 
meantime the splint is daily applied by the parent 
after manipulation and rubbing of the foot. 

At the end of this process and treatment the 
foot, instead of being inverted, should be over- | 
corrected in the everted or slightly valgus position; 
the equinus position, which still remains unaltered, 
must be subsequently remedied by the division of 
the tendo Achillis, and in simple cases this is all 
that is necessary. 

Occasionally a very refractory child requires the 
application of a plaster-of-Paris dressing in mild 
cases—but I have rarely met with instances. 
Again, it may be necessary in the distant parts of 
a country practice, but to apply plaster-of-Paris, 
glue, or other stiff bandage so exclusively as some 
do in extreme cases is a practice to be avoided at 
this early age ; preventing, as it does, the employ¬ 
ment of manipulation, and leading to atrophy of 
the muscles of the leg and foot. The advocates 
of the plaster-of-Paris me’thod claim for it that it 
does not require daily attention, and that it causes 
no irritation of the skin, contrasting in this respect 
with the use of mechanical apparatus. Neither of 
these assertions is borne out by practical experi¬ 
ence. 

In the earliest treatment of club-foot, tenotomy 
at an early date is still recommended by many 
text-books, the only argument advanced in support 
of this measure being that it is a speedier remedy, 
though they admit that some of the milder cases 
may be cured by manipulation and splints alone. 
In my judgment, however, division of the tendons 
and the application of plaster-of-Paris in infants are 
not only quite needless, but distinctly harmful. 
The course of procedure where the method in 
question is adopted is as follows :—The tendons are 
divided and the leg put up in the plaster. This 
dressing is taken off after the lapse of two or three 
weeks, and then reapplied. When the plaster is 
finally removed at the end of two or three months, 
the correction of the deformity may appear to be 
perfectly satisfactory, but nothing in the form of a 
boot with an iron support being applied, the foot 
is allowed to get as bad as ever, the tarsal bones 
soon beginning to alter and gradually regaining 


their abnormal position and shape. The number 
of so-called relapsed cases treated in this way that 
come before the surgeons of the Orthopaedic 
Hospital is astounding. In illustration of the 
foregoing observations I will show you one case, 
in a child aged six who has undergone this form of 
treatment. 

Were an efficient mechanical appliance fitted 
and used for the first few years of walking life, I 
am strongly of opinion that such “ relapses ” would 
not occur. 

The support should be worn until the astragalus, 
os calcis, and other bones develop their normal 
shape under the pressure of their new and corrected 
position. 

I am convinced, as I have already observed, 
that all cases, even the most severe, can be cured 
completely, or at any rate chiefly, by these more 
simple measures, although they may be combined 
in the final stages of treatment with a simple 
tenotomy or fasciotomy, the last operation being 
called for only in very severe distortion in infancy. 

I have never experienced any difficulty in 
successfully treating even aggravated degrees of 
deformity by this method in the out-patient depart¬ 
ment of the hospital. 

The maximum of advantage derivable from 
manipulation and mechanical means having been 
attained, the child should be able to stand and 
ready to walk. All that then remains to be done 
is to divide the tendo Achillis, the varus being 
entirely remedied or rather over-corrected. The 
foot is now in the valgus or abducted position, and 
the remaining equinus position only requires cor¬ 
rection in milder cases. In severe cases a few 
fibres of the internal lateral ligament and the 
tibialis posticus tendon may have to be divided. 

Some few of the worst grades require the simul¬ 
taneous division of the anterior and posterior tibial 
tendons, or perhaps, as I have said, the plantar 
fascia at its inner and central divisions ; but these 
cases are exceptional, as the fascia in these early 
I conditions is seldom contracted. After division of 
I the tendo Achillis the foot is put for a day or two 
upon a rectangular splint with the foot still a little 
abducted, /. e. with the deformity over-corrected. 
As to subcutaneous division of the tibialis posticus 
tendon in infants, I would advise no one to attempt 
I it behind the internal malleolus, for this process is 
I ill-developed and the tendon is rarely to be felt; 
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consequently, in default of anything to guide the 
surgeon, the posterior tibial artery is nearly always 
divided. The best position for division of the 
tibialis posticus tendon is just before its insertion 
into the tubercle of the scaphoid below and in 
front of the internal malleolus. In congenital 
talipes equino-varus the tendon is somewhat dis¬ 
placed by reason of the altered relationship of the 
scaphoid to the internal malleolus, but its tendinous 
expansion s and connection with the os calcis can 
always be readily divided. 

The walking apparatus is now applied, consisting 
of a boot with leg iron extending from just below 
the knee on the inner side with a varus T-strap. 
There is a joint made to it at the ankle, fitted at 
first with a front and a back stop, later a back stop 
only, to counteract any tendency to contraction of 
the tendo Achillis, and finally an entirely free joint 
at the ankle is made. 

It is a common fallacy to suppose that after the 
tenotomy and final rectification of the distortion a 
plaster-of-Paris splint applied for a month or so is 
all that is required. 

Walking should be commenced directly after 
the application of the apparatus. The child 
begins to walk at the age of eight to ten months 
with a shapely foot and entire absence of osseous 
deformity. There may perhaps be a little wasting 
of the leg muscles in the worst cases, but that is 
all. The apparatus should be worn for a consider¬ 
able time, and the child be kept under observation, 
walking in a normal manner, for a period long 
enough to warrant the surgeon in pronouncing his 
dictum that the cure is absolute. 

Supervision for two or three years is often re¬ 
quired before this judgment can be delivered. 
The muscles must have completely developed and 
the surgeon be satisfied that there is no undue 
pressure from the weight of the body on the outer 
side of the foot in even the smallest degree, nor 
any tendency to equinus to give rise to a recru¬ 
descence of the deformity. At times in extreme 
cases with rotation of the limb the instrument has 
to be carried up above the knee on the outer side 
of the thigh. The boots with leg irons of both 
descriptions I now show you. 

A night shoe should always be worn, /. e. a soft 
boot with an inside leg iron similar to the walking 
boot. 

In dismissing this part of my subject I can 


I safely say that the treatment just recommended 
will have completed a cure just when the old form 
; of treatment by tenotomy at a later age has only 
been commenced. Moreover by starting treatment 
at this early age the child will be spared in after 
years all recollection of its deformed condition. 

II. I pass now to the treatment of oldf.r, 

NEGLECTED, RELAPSED, and OTHER CASES OF CLUB¬ 
FOOT WHICH I MIGHT CALL MAL-TREATED. 

The old days are gone by of simple tenotomy 
and gradual stretching of ligaments and fasciae by 
Scarpa’s shoes, etc. 

We now divide not only the tendons but gradu- 
I ally, bit by bit, every resisting structure, whether 
I fascia, ligament, tendon, or muscle. We can treat 
1 these inveterate cases successfully—a result which 
i cotikl not be realised before by tenotomy. 

! Tenotomy alone no doubt led to the frequent 
performance of tarsectomy formerly, so we again 
note of late years a tendency for tenotomy, syndes- 
, motomy, etc., to fall into disuse, and give place to 
1 tarsectomy. 

| Although there are many degrees of distortion 
after the age of infancy, due to neglect or other 
causes, yet the principle of treatment I adopt is 
the same in all, modified according to the age at 
which the patient comes under observation. 

For many years past I have employed the most 
simple means to the almost complete exclusion of 
such operations as removal or division of bones. 

! I regard those who recommend tarsectomy at 
two years of age as advocating an unjustifiable and 
mutilating operation, but this speedy attainment of 
I correction of the deformity I will discuss later on. 
With a well-organised proper department, efficient 
mechanical appliances, and good assistants in a 
hospital, such operations are, as a rule, quite un- 
j necessary. In the first place, by the simpler 
I methods that I have described and reiterate in this 
place, the plantar fascia is divided at its several 
portions through numerous punctures by means of 
the tenotome. After the division of the inner and 
central portions, the outer portion towards the 
abductor minimi digiti frequently requires division 
also. A large amount of the cavus and some of 
the varus condition can thus be corrected, but the 
complete disappearance of the latter can only be 
effected in othet ways, by tenotomy, etc. 

First, as to* the tendons to be divided. 

The tibialis posticus tendon should be divided 
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in young children by a sharp-pointed tenotome in 
front of the internal malleolus just about its in¬ 
sertion into the scaphoid and internal cuneiform, 
as it lies upon the internal lateral ligament of the 
ankle. In older subjects the more usual tenotomy 
above and behind the ankle is preferable. 

The tibialis anticus should be divided by a 
separate puncture where it stands out prominently 
in front of the ankle joint and to its inner side. 

The abductor hallucis always requires free 
division, and sometimes the division on the dorsum 
of the foot of the tendon of the extensor proprius 
hallucis is called for, and more rarely the flexor 
longus hallucis and flexor longus digitorum. As 
to the order in which these tendons should be 
divided in these old cases—whether the tendo 
Achillis first or others—there is no fixed rule. 
The most prominent tendons should be taken first, 
for after their division others appear and are 
brought into prominence, and are then capable of 
division. I may here remark that when tht tendo 
Achillis has been divided previously, which may 
have been done perhaps on more than one occasion, 
as is likely in these inveterate cases, division of 
that tendon must be made higher up than usual. 

T he ligaments requiring division are the front 
part of the internal lateral ligament of the ankle, 
the inner part of the anterior ligament, the inner 
part of the inferior calcaneo-scaphoid, and the 
superior astragalo-scaphoid or that ligamentous 
capsule,” as Mr. Parker called it. 

In this way all rigid structures, tendons, fasciae, 
ligaments, are divided freely, more especially those 
opposite the transverse tarsal joint. It is however 
unnecessary to divide all the ligaryents, tendons, 
etc., at one sitting. A short period of a week or 
so may be allowed to elapse, before the correction 
of the deformity indicates that some other and 
further structure must be cut. 

At times, however, a more extensive subcuta¬ 
neous section of fascia, ligaments, and tendons is 
desirable, through a large number of punctures. 
Division of the several portions of the plantar 
fascia, internal lateral, dorsal astragalo-scaphoid, 
annular, superior internal calcaneo-scaphoid, in¬ 
ferior calcaneo-scaphoid ligaments, even the long 
and short plantar ligaments with the prolongation 
of the tibialis posticus tendon, may be reached by 
making a sweep with a stout tenotomy knife under¬ 
neath the arch of the foot, but care must be taken 


[ Sept. 21,1904. 357 

I to keep close to the bone. The tendons of the 
tibialis anticus and posticus, the abductor, adductor 
| and flexor brevis and flexor longus pollicis are 
| also included in this list. 

Antiseptic and aseptic precautions are as import¬ 
ant in subcutaneous tenotomy, syndesmotomy, 
etc., as in open operations, although the advocates 
of open antiseptic incision have of late years 
strongly condemned the practice of subcutaneous 
surgery. When we recollect that in subcutaneous 
syndesmotomy the tarsal joints are often opened, 
the possibility of serious inflammatory conditions 
ensuing in the absence of strict antiseptic and 
aseptic precautions is evident. Yet I have never 
had a case of suppuration along the sheath of a 
tendon after tenotomy, such as occurred in the 
pre-Listerian days, and so often and so greatly 
! detracted from the ultimate result of endeavours 
[ to rectify the deformity by this means. 

The immunity of open wounds from infection in 

# our days, as contra distinguished from those of 
Stromeyer, has doubtless led to many mutilating 

l and extravagant operations on the foot; but there 
; are so many advantages in subcutaneous operations, 
whether simple or extensive, that .1 do not hesitate 
j to adhere to an old practice in a modified and 
extended form. 

Besides these operative measures, forcible manual 
correction should be employed in the severe as 
well as the milder degrees of deformity. This 
consists in judiciously forcing the foot into the 
, best position after the tenotomy, syndesmotomy, 

* etc., have been carried out, and while the patient 
j is still under the anaesthetic. The abduction move¬ 
ments of the foot are those spoken of in infantile 

; talipes, with additional forcible flexion. Flexion 
is especially useful w r hen adhesions exist about the 
ankle, as they do in all such cases. 

The objections to forcible correction are rather 
j theoretical than real, provided it be carried out by 
the hands to the exclusion of apparatus. A good 
| deal depends upon the muscular strength of the 
surgeon, for a great degree of force may bp exercised 
; by him, especially after some experience. 

The leg is fixed by an assistant above the ankle 
over a stout sand-bag or against the edge of the 
operation table ; the surgeon is then able to grasp 
the foot with both hands, and bring his whole 
weight to bear upon it—wrenching the foot towards 

the abducted positiiJrf and^circtijmducting it at the 
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subastragaloid joint. As in the case of the tenotomy, 
the correction of the deformity need not be com¬ 
pleted at once—several sittings are necessary. 

Forcible mechanical correction by wrenches like 
Thomas’s must be used with care in severe defor¬ 
mities only. Most wrenches are formidable instru¬ 
ments, and cannot be used with the precision 
attainable in manual wrenching. 

After division of the tendons, fascia, and liga¬ 
ments, and after wrenching, the foot is put up at 
once in splints in an abducted position, or as nearly 
so as possible. For this purpose a sole-plate is 
first applied, and then a long metal splint bent 
into a convex shape to the outer side of the leg 
and foot, reaching from just below the knee. The 
splints are taken off every day, or every other day, 
and the leg and foot manipulated and massaged 
by a trained nurse. Flexion of the foot to some¬ 
what over a right angle should be added to circum¬ 
duction of the boot. By these means the muscles 
improve in condition and the bones and joints 
gradually assume a more regular position. Massage 
and friction between the times of operation should 
be performed once a day, but should not be left to 
an unskilled nurse. The surgeon, however, will 
soon train an intelligent woman to carry out this 
important part of the treatment and to continue it 
for some years after the complete rectification of 
the deformity, while the patient is wearing the 
retentive apparatus. 

By the use of the simple sole-plate and tin leg 
splint I have most successfully treated even severe 
and inveterate cases. These splints are preferable 
to the complicated machines, pressure by means 
of springs, cog-wheels, screws, and elaborate shoes. 
Scarpa’s shoe and all its modifications I have given 
up years ago. [Mr. Poland then showed the splints 
he used and the method of applying them.] 

The splints are worn until the operative treat¬ 
ment is complete and the patient is ready to wear 
his walking apparatus. Frequently as many as 
fifteen or twenty operations are performed, extend¬ 
ing over a considerable period of time. But these 
are not operations which appeal to a large assembly 
of students in an operation theatre. The division 
of the fascia, tendons, and ligaments is not attended 
by a brilliant display of surgical skill, and the in¬ 
sensible yielding of the foot is little appreciated by 
the spectators. 

The argument of the advocates of tarsectomy, 


etc., that as a consequence of the prolonged 
duration of treatment by this method of gradual 
correction time needful for educational purposes 
is lost, and opportunities for learning a trade 
sacrificed, does not commend itself to me. This 
objection has been met of late years by an attempt 
to furnish a certain amount of schooling while in 
hospital, which has had a considerable degree 
of success at the National Orthopaedic Hospital. 
As to the length of time occupied by this treat¬ 
ment it is commensurate with that appertaining to 
neglected or insufficient treatment of the deformity. 
The removal of a wedge of the tarsal bones and 
tarsal joints leaves the patient with a permanently 
weak, more or less rigid, short, and flat foot. He 
can never have as perfect a foot as after these 
repeated operations, although upon a cursory 
examination the foot may appear to be in a 
tolerably straight position without eversion. 

In the future life of the patient after gradual 
correction his livelihood can be earned for the rest 
of his days in competition with one upon whom 
tarsectomy has been performed, and in a few years 
as well as with one who has been born with normal 
feet. 

The length of time necessary to effect a complete 
cure by this method is of less importance in young 
children—yet it is short as compared with the time 
in the case of adolescents. 

The ideal result is manifest if we consider the 
almost normal condition of the foot with its elastic 
tread in comparison with the rigid and perhaps 
painful foot, impaired in usefulness from inter¬ 
ference with the arch of the foot, and liable to 
relapses, whicjj so often remains at the end of the 
j more severe and rapid forms of treatment. For 
instance, removal of a wedge-shaped mass of tarsal 
bones and joints from the outer side of the foot 
never yields a satisfactory result. I have frequently 
heard patients say that they prefer the deformed 
foot, as being more useful, when only one side Lad 
been operated on. 

I hope that in the future the majority of those 
bloody operations will be abandoned in favour of 
forcible correction combined with repeated fascio- 
tomy, tenotomy, syndesmotomy, and mechanical 
correction extending over a long period. It is 
essentially orthopaedic treatment, for which a 
general hospital is ill adapted. 

As to the success of gradual rectification I have 
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the evidence of a large number of cases ranging 
from two to eighteen and twenty years of age. I 
will mention only one striking case in a boy aged 
twelve years who was in the hospital for nearly 
two and a half years. Tenotomy fiad been per¬ 
formed twice or thrice before his eighteenth month 
without the adoption of any other operative treat¬ 
ment. The deformity in both feet was extreme. 
The astragalus was projected completely on to the 
dorsum of the foot and the scaphoid articulated 
with the internal malleolus. The sole of the foot 
looked upwards and inwards. 

The patient walked on the dorsum of the foot, 
and the usual large bursae had developed on the 
upper surface of the cuboid, astragalus, and fifth 
metatarsal bones. It was one of the first severe 
cases I admitted into the hospital nearly ten years 
ago, proposing to perform tarsectomy. After a 
preliminary tenotomy and wrenching the case was 
so much improved that I continued the treatment, 
and some time after admission this photograph, 
which shows a vast improvement in the deformity, 
was taken. I went on, therefore, persevering with 
more extensive tenotomy, syndesmotomy, fascio- 
tomy (but not to so great a degree as I now carry 
out), with the result exhibited in this photograph 
[photographs were shown] taken by the patient’s j 
father a few weeks after the boy left the hospital— | 
a result which I think you will say is excellent. 
The foot and leg muscles had already begun to I 
increase considerably in bulk and strength. I 
wrote lately to this patient’s father to ascertain his 
son’s condition, and received the following reply : 
—“ I am glad to be able to tell you that ever since ! 
he returned home from the City Orthopaedic J 
Hospital he has been improving ; he walks so well 
now that unless one had known what he was 
previously they could not now form any idea ; his 
legs also have got much thicker from the knee 
downwards. The boots he now wears are made for 
him by our own boot-maker, and the only difference 
he makes is to raise the heels slightly on the outer 
side and put extra stiffening in the uppers around 
the ankle. He has now been working as an 
apprentice to the harness-making for nearly five 
years and has got on very well at the trade. He 
has grown bodily into a fine tall young fellow, 
and we are delighted at the progress he has 
made.” 

I saw this patient a few days ago and can endorse 


all his father says; it is a pity that his work pre¬ 
vents him from being present this evening. 

When the patient is still of a youthful age, and 
the bones and ligaments not yet rigid, the process 
of gradual correction effects all that can be desired. 

When once complete correction or over-correc¬ 
tion of the distortion has been effected, a suitable 
walking apparatus should be employed to maintain 
the foot in its good shape—and for a sufficient 
length of time—until the danger of a relapse is out 
of the question, and the manner of walking perfect. 
Until these results of treatment are attained there 
is no cure at all from an orthopaedic point of view. 
The apparatus here shown consists of a boot with a 
simple stout upright steel support running up on 
the inner side of the leg and fixed into the heel of 
| the boot. There is a joint at the ankle with a 
! front and back stop, which is later on altered to 
one with a back stop only, and ultimately the 
joint at the ankle is made an entirely free one. 
A T-strap passes from the outer side of the foot 
and ankle round the inner upright. A second 
j upright, so often applied on the outer side, is 
seldom required. The walking apparatus must be 
worn for several years after the more active treat¬ 
ment. The actual time will vary according to the 
age of the patient and the degree of deformity 
before operation. The limb, as well as the foot, 
has often a great tendency to rotation or inversion 
at the knee-joint from relaxation of the ligaments 
of the knee, and at times the whole thigh may be 
twisted in the same direction from alteration in the 
axis of the femur. Both these conditions require 
an extension of the walking apparatus upwards. 
The steel on the inner side is carried round the 
back of the leg by a circlet to the outer side and 
upwards along the outer side of the thigh with a 
free joint at the knee and hip and fastened to a 
pelvic band. 

A catch-joint at the knee is a very useful adjunct 
to the instrument to fix it for walking, as slipping 
up of the catch permits flexion of the knee for 
sitting or other purposes. 

In severe rotation of the leg and persistent 
inversion of the foot, osteotomy of the tibia and 
fibula has been performed when milder measures 
have failed, but towards this I am not favourably 
disposed. Night shoes made on the same principle 
as the walking apparatus should always be worn in 

bed. The shoe is made of canvas, laced in front 
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with a varus T-strap, and an inside leg iron with a 
joint movement at the ankle. 

After-care in correcting the improper way of 
walking is an important detail; cases, for instance, 
between two and fifteen years, demand the surgeon’s 
supervision for several years, but in older patients 
for a shorter period. 

[Mr. Poland then presented three cases of so- 
called relapsed club-feet on both sides in patients 
aged three, six, and seven years, all of whom 
had been treated at other hospitals, one by 
tenotomy in infancy and the application of plaster- j 
of-Paris bandages—the others by operation alone. ; 
In none of them had any mechanical apparatus in 
the way of a boot and leg iron been applied after 
the apparent rectification of the deformity. He 
mentioned that at least one-third of the patients ! 
in his wards of the hospital were subjects of 
relapsed club-foot who had been treated without 
the use of mechanical support. He had called 1 
these cases relapsed ones ; they should be con¬ 
sidered rather as imperfectly treated, not to use a 
harsher phrase. Casts of feet before and after 
treatment taken from patients aged three, six, ten, 
and twenty years, and evidencing neglected club¬ 
foot of very severe degrees, were shown.] 

I terminate this lecture with a brief notice of 
the severe operations now so extensively employed 
by some surgeons. 

Phelp’s operation in old (so-called relapsed) 
cases has such a tendency to recur, owing to the 
contraction of the cicatrix on the inner side of the 
foot, that I have abandoned it for many years. 
Yet it has not the disadvantage incident to tarsec- 
tomy of shortening the foot, and, moreover, the 
contraction of the wound when granulating may 
be lessened by transplanting a flap of skin from 
the dorsal aspect of the foot on to the wound. 

Tarsectomy I reserve for inveterate cases in 
adults in which the alteration in shape of the 
tarsal bones and joints is absolute, in which the 
position of the bones cannot be possibly altered 
by any of the milder and bloodless measures to 
which I have drawn attention to-day, and in which 
walking is almost impossible. Fortunately we do 
not often see such cases. 

Excision of the astragalus (astragalectomy) is 
another mutilating operation and unnecessary 1 
sacrifice of bone. The foot may thereby be | 

brought at once into an improved condition, but j 


can never afterwards regain its complete function. 
On the other hand I have found the operation 
useful in extreme paralytic cases. Instead of 
excision I prefer removal of a wedge from the 
cuboid, leaving the articular surfaces in front and 
behind, and suturing the cut ends with wire. It is 
preferable in intractable cases to either of the two 
operations just mentioned, and does not mean 
removal of the whole bone. The patient I now 
show you is one upon whom I have performed this 
operation on both feet. 

Like the astragalus, the os calcis is frequently 
distorted in club-foot; therefore removal of a 
wedge from the os calcis is another operation which 
is as useful as removal of a wedge from the cuboid, 
although a little more formidable. 

Dr. Bradford, of Boston, U.S.A., describes it as 
follows : 

“ The front plane of the bone after the wedge 
has been removed should be in the direction of 
the normal facet of the front of the os calcis. 
This allows the placing of the cuboid into a normal 
position after a sufficient amount of the projecting 
part of the os calcis has been removed, and re¬ 
placement of the front of the foot in a normal 
or over-corrected position. Plaster-of-Paris band¬ 
ages are then applied. The operation is not a 
difficult one, does not mutilate the foot, and is 
thoroughly remedial.” 

I fully endorse this opinion and place the opera¬ 
tion on a level with partial excision of the cuboid. 

I have found that osteotomy of the neck of the 
astragalus, a part that is chiefly distorted in con¬ 
genital talipes varus, and correction of the deformity 
by straightening the foot, are very useful. I have 
adopted this practice only on a few occasions, 
where the bones were considerably advanced in 
ossification at the end of the adolescent age. This 
I did after tenotomy, wrenching, etc., had been 
carried out to the fullest extent. 

In conclusion I will repeat what I have once 
before drawn attention to in another place, viz.: 
the fact that the more attention we pay to these 
young patients with club-foot, the earlier or more 
careful, systematic, and prolonged the treatment, 
the greater will be our success in permanently 
alleviating or even completely removing conditions 
which would prevent such patients from leading 
an active and useful life. 

Sept. 19 tk; 
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THE 

DIAGNOSTIC SIGNIFICANCE OF I 
GYNECOLOGICAL SYMPTOMS. 

By ARTHUR E. GILES, M.D., B.Sc., F.R.C.S., 
Surgeon to Out-patients, Chelsea Hospital for 
Women; Gynecologist to the Tottenham 
Hospital. 


The characteristic feature of text-book descrip- 
tioris is this : Given a disease or disorder, what j 
are its symptoms? I propose in the course of j 
these remarks to proceed in the inverse order, and 
to ask : Given certain symptoms, what disorder or j 
disease may we expect to find ? The first plan is 
necessary for the purposes of a text-book; the 
second is of special value from the practical stand- I 
point of the practitioner, because it is after all the j 
plan which he must adopt when the responsibility 
of the diagnosis and treatment of an actual case is ! 
placed upon him. 

The individual symptoms in gynaecological cases 
are few, but they present different groupings in | 
different cases. At the same time it must be ! 
remembered that a particular group of symptoms 
may be equally characteristic of several widely 
different conditions, and then we are more 
particularly dependent on what is after all our final 
and only reliable guide to a diagnosis, namely the 
physical examination of the patient. 

It is evident therefore that a discussion of 
symptoms is by no means a complete exposition of 
diagnosis. It is only a lesson in the first steps 
of diagnosis, a kind of preparatory stage, which is, 
however, not .without its value if its true purport 
be realised, and this we may sum up briefly thus : 
The purport of the investigation of symptoms is the I 
intelligent anticipation and the subsequent interpreta- | 
tion of physical signs. 

Let us, then, never be deluded into imagining j 
that the investigation and weighing of symptoms, 1 
however carefully done, will ever relieve us of the j 
necessity of completing the diagnosis by examina- 1 
tion. It is true that we may examine and yet be j 
mistaken in our diagnosis ; this happens to all, j 
from the most experienced to the novice, and is j 
excusable; but to fail to make a correct diagnosis 
merely from neglect to examine is a mistake for j 
which little excuse can be found and no allowance | 
on the patient’s part is likely to be made. My j 
excuse for this little prefatory homily must be my 


deep-rooted conviction that it is not entirely 
uncalled for, and with this observation I pass on to 
the enumeration of the principal symptoms met 
with in gynaecological cases. They are : 

1. Amenorrhoea. 

2. Pain. 

3. Haemorrhage— 

(a) Related to menstruation ; 

(b) Independent of menstruation. 

4. Discharge. 

5. Bladder and bowel disturbances. 

6. Pruritus. 

7. Dyspareunia. 

8 . Sterility. 

1. Amenorrhoea. —The significance of this sym¬ 
ptom varies according to whether it is primary or 
secondary. 

(a) Primary amenorrhoea means, of course, that 
the patient has never menstruated, although she 
has reached an age at which menstruation has 
generally become established. It may happen that 
a patient who comes to us with primary amenorrhoea 
is actually pregnant; but the occurrence of 
pregnancy before the patient has ever menstruated 
is such a rare phenomenon that the possibility can 
be practically dismissed. We must then consider 
whether the patient is suffering from one of the 
constitutional conditions which tend to retard 
puberty; and among such conditions we may 
specially enumerate anaemia, tuberculosis, and 
myxcedema. If we can exclude these, the case is 
one either of merely late development—that is, 
retarded puberty ; or of under-development of the 
internal organs : which it is can be readily ascer¬ 
tained by examination, for in late development the 
organs will be normal, whilst in under-development 
they will be under-sized. It is seldom, however, 
that there is any urgency in settling the point, 
unless a patient who has not menstruated is going 
to be married; therefore the case can generally be 
left to declare itself in the course of time. 

'There is one fallacy to be guarded against, and 
that is that we do not mistake for amenorrhoea a 
case which is really one of retained menses, or 
cryptomenorrhcea, associated with an imperforate 
vagina. 

Irregular and scanty menstruation may be merely 
an intermediate stage in the direction of complete 
amenorrhoea in the case of anaemic or tuberculous 
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{b) Secondary amenorrhcea , like primary, may be 
due to constitutional conditions—anaemia, myx- 
cedema, morphinism, and sometimes phthisis or 
some recent acute illness. It obviously cannot be 
due to late development, but it may be the result 
of under-development; for there are rare cases 
where the reproductive organs are so poorly 
developed that a woman menstruates a few times, 
or perhaps for a few years, and then reaches an 
abnormally early menopause. So also a premature 
climacteric may come on between the ages of thirty 
and forty-five, as the result of a physical or mental 
shock or from too rapid child-bearing. 

The clinical picture of primary amenorrhcea 
associated with retention of menstrual products 
has its parallel in the case of secondary amenorrhcea; 
for, as the result of pathological conditions, the 
os uteri may become obliterated, so that though 
the menstrual function is going on its products can¬ 
not escape, and a secondary haematometra results. 

Last, but by no means least, amenorrhcea is an 
indication of pregnancy; and with reference to 
this possibility we must never be off our guard. 
From the age of puberty to that of the climacteric, 
and even later, whether the patient be single, 
married, widowed, separated from her husband or 
divorced, betrothed or not, rich or poor, and what¬ 
ever her political opinions or religious persuasions, | 
pregnancy must always be thought of as a possi¬ 
bility, especially when the amenorrhcea has followed 
a period of normal and undiminished menstruation. 

It may be noted, in contrast, that when amenor- 
rhcea is the result of constitutional conditions, the 
periods have commonly become irregular and have 
progressively diminished in quantity before ceasing 
altogether. I 

2. Pain. —I may say at once that the diagnostic 
value of pain as a symptom may be very little or 
very great ; some serious conditions are practically 
painless ; and on the other hand there may be 
“much cry and little wool.” Then again, the 
personal factor enters very largely into the question ; 
one patient makes very light of pain which another 
patient who suffers from it in the same degree 
may find unbearable; and, as the late Matthews 
Duncan remarked, we have no odynometer, no 
independent criterion, beyond the patient’s own 
statement, as to how bad the pain is. While, 
therefore, we accept pain as a guide in our diagnosis, 
we must recognise that it may be a very fallible 


one. It will perhaps help us most if we consider 
it as it falls under four categories— 

(a) Periodic pain; 

(b) Intermittent and irregular ; 

(c) Frequent or constant; 

(d) Acute. 

(a) Periodic pain. —This may be menstrual, 
intermenstrual, or associated with coitus. Menstrual 
pain is often present when no abnormal physical 
condition can be detected, but there are neverthe¬ 
less several pathological conditions that should be 
looked out for in cases of dysmenorrhoea. When 
the pain is referred especially to the back or to the 
suprapubic region, we shall often find that some¬ 
thing is wrong with the uterus, such as a retro¬ 
version, endometritis, or stenosis of the cervical 
canal; if the pain be referred more especially to 
the iliac regions, we may find a prolapsed and 
tender ovary, or some inflammatory condition of 
the appendages. But we can only speak in the 
most general terms of the diagnostic significance of 
dysmenorrhoea. 

Intermenstrual pain is as yet not well under¬ 
stood, but it has been found associated in a number 
of cases with tubal disease, and therefore its oc¬ 
currence should lead to a careful examination of 
the appendages. 

Pain associated with coitus will be considered 
later under the heading of “ dyspareunia.” 

(b) Intermittent and irregular pain. —Many 
women are subject to vague abdominal pains, 
irregular both in time and in distribution, and these 
are nearly always due to flatulence. Sometimes a 
definite pathological condition is also present, such 
as prolapsed ovaries or inflamed tubes, but the pain 
may be really due to flatulent distension of bow'd 
pressing on the sensitive structures in the pelvis. 

(c) Frequent or constant pain in the pelvis and 
abdomen, radiating to the back and thighs, is 

I generally due to pelvic inflammation or to displace¬ 
ments. Of the latter, the two conditions most 
i likely to be met with in such a case are a heavy 
I retroverted uterus, with, perhaps, an erosion of the 
1 cervix, and prolapse of the uterus and pelvic floor. 
The pain complained of is then essentially of the 
“ bearing-dow'n ” type, the patient feeling “as if 
, her inside were falling out.” Constant pelvic pain 
may also be due to a tumour blocking up the pelvis. 
The tumour may be a retroverted gravid uterus, a 

fibromyoma, or an impacted: ovarian tumour. 
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There is a form of constant pain referred espe¬ 
cially to the back, and accompanied by a good 
deal of leucorrhoea and general lassitude, which is 
due to uterine and ovarian congestion brought 
about by sexual excess either in the married or in 
single women who are the subjects of nympho- j 
mania; and this must be borne in mind, because, 
unless it is possible to bring the matter home to 
the patient and induce a change of habits, one 
may be sorely baffled both in accounting for the 
pain and in curing it. 

(d) Acute pain, —We may distinguish two types 
of acute pain according as the mode of onset is 
sudden or gradual. 

I. Acute pain with a sudden onset is met with, 
notably in four conditions. We have first the 
sudden pain referred chiefly to the back, and re¬ 
flected forwards over the abdomen, which some¬ 
times accompanies and marks the occurrence of a 
backward displacement of the uterus when this is 
the result of a fall or a sudden strain. Next there 
is the sudden and often diffused abdominal pain 
which sometimes occurs with the rupture of an 
ovarian cyst. It must be remembered, however, 
that such rupture may be painless. Thirdly, there 
is the well-marked and localised acute pain which 
is due to the twisting of the pedicle of an ovarian 
cyst. This pain is not usually associated with much 
collapse, but may be accompanied by vomiting. 
Lastly, there is the localised acute pain which 
accompanies the rupture of a tubal gestation sac, 
and which is associated with profound shock and 
collapse. 

II. On the other hand, acute pain may have a 
gradual onset, and it generally signifies the presence 
of peritonitis or a pelvic abscess. It will then be 
necessary to distinguish the origin and nature of 
the peritonitis, which may be due to pus-tubes, to 
tubal pregnancy, or to inflammatory changes super¬ 
vening in an ovarian cyst or a uterine fibroid. 

3. Hemorrhage .—Passing on in our somewhat 
rapid review, we come to haemorrhage as a dia¬ 
gnostic symptom. It will be of assistance to our 
diagnosis if we consider haemorrhage under three 
obvious headings, according as it is— 

(a) Associated with menstruation ; 

(b) Independent of menstruation ; 

(c) During pregnancy. 

(a) Hcemorrhage associated with menstruation, or 
menorrhagia. —In early puberty menstruation is 


sometimes rather profuse on several occasions 
before the process settles down to its. normal course. 
This is merely functional, and need cause no 
anxiety. It is comparable to the corresponding 
disturbance w'hich sometimes characterises the 
cessation of menstruation with the menopause. 

Later on moderate menorrhagia is found asso¬ 
ciated with a number of widely different conditions, 
of which the simplest is uterine congestion. As a 
rule, the only other symptom will be a certain 
amount of leucorrhoea, and sometimes backache. 
With more pronounced symptoms we may find 
that the congestion is complicated by a backward 
displacement of the uterus, or by chronic endo¬ 
metritis. 

When in addition to menorrhagia there is a his¬ 
tory of gonorrhoeal infection, we must be on the 
look-out for salpingitis or pyosalpinx. Unfortunately 
it is not a very rare thing to find a young married 
woman presenting within a few months of her 
marriage this combination of symptoms, the shadow 
of which is destined to be projected over all her 
married life. In other cases the history is that 
menorrhagia has followed a miscarriage or a labour 
at full time, and we may then expect to find sub¬ 
involution or a portion of retained placenta. The 
latter is especially prone to follow a miscarriage 
occurring between the third and the sixth month. 

Profuse menorrhagia nearly always points to one 
of two things, namely, a polypus (whether mucous, 
fibroid, or placental) or uterine fibromyoma. In 
the case of a single woman or a nullipara the pro¬ 
bability is in favour of a mucous polypus or fibroids; 
in a parous woman a placental polypus is the most 
likely thing. 

(b) Hcemorrhage independent of menstruation .— 
This kind of haemorrhage is always due to some 
new growth. It is difficult to generalise accurately, 
but we may take it as a working principle that pro¬ 
fuse haemorrhage is generally due to a simple 
tumour—namely, polypus or fibroids—and that 
moderate and irregular haemorrhage is more often 
associated with malignant disease. In the latter 
case w r e usually find that, in addition to the bleed¬ 
ing, there is a more or less offensive discharge. 
There are four types of malignant disease to be 
borne in mind, namely, sarcoma, carcinoma of the 
body of the uterus, carcinoma of the cervix, and 
deciduoma malignum. The two former are gene¬ 
rally found in single women and nulliparae; carci- 
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noma of the cervix is usually, and deciduoma is 
necessarily, found in parous women. 

I should like to take this opportunity of exposing 
in the plainest possible terms the fallacy that 
haemorrhages occurring at the time of the meno¬ 
pause are usually or frequently functional. It is 
not so. In the great majority of cases—probably 
95 per cent.—they are due to some definite patho¬ 
logical organic condition, and we shall be led into 
fatal mistakes if we ever give them the benefit of 
the doubt. Every such case must be examined at 
the earliest possible opportunity, and the haemor¬ 
rhage must be assumed to be due to something 
serious until the reverse has been definitely proved. 

(c) Hemorrhages during pregnancy. —It is often 
supposed that women can menstruate during 
pregnancy. I have always doubted whether true 
menstruation could occur at such a time ; and 
as I have never met with an authenticated case, I 
am still sceptical. But irregular haemorrhages can 
and do occur; and in the presence of such a case 
we shall have to seek its diagnostic explanation. 
The bleeding may be due to a laceration, to 
congestion of the cervix, to varicose veins in the 
vagina and vulva, to complications by fibroids or 
carcinoma of the cervix, to a threatened miscarriage, 
hydatid mole, placenta praevia, or accidental 
separation of the placenta. The detailed discussion 
of these conditions would carry me too far into the 
realm of obstetrics. 

There is, however, one kind of haemorrhage during 
pregnancy which is more especially gynaecological. 
When, after missing only one or two periods, or 
perhaps none, a woman begins to suffer from a 
slight brownish discharge; when there is perhaps 
a history of a possible abortion, and this same 
discharge continues, we must always investigate 
the case closely, bearing in mind the possibility 
that we have to do with an extra-uterine gestation. 
It will be remembered that the characteristic 
associated symptom is definite one-sided pain, 
often following a sudden attack of syncope; and 
that whereas haemorrhage due to a miscarriage is 
nearly always free and often bright red, that due 
to ectopic pregnancy is essentially scanty and dark 
or brownish in colour. 

4. Discharge. —The significance of vaginal dis¬ 
charge depends upon its character and amount. 
The varieties met with are as follows : 

(a) A thick white, creamy or curdy discharge is 


the normal vaginal secretion, and is of very little 
importance. When abundant it signifies functiona 
congestion. 

(b) A clear viscid discharge is the normal 
cervical secretion, and is seldom seen except 
through the speculum. When abundant it becomes 
mixed with the vaginal secretion, so that the dis¬ 
charge is partly clear and viscid and partly white 
and opaque. To this discharge the term leucor- 
rhcea, or “ the whites ” is properly applied. It 
indicates uterine congestion and is found normally 
just before and after menstruation. 

(c) A muco-purulent or purulent discharge, 
yellowish or greenish according to the proportion 
of pus, is due to one of three conditions—namely 
vaginitis, endometritis or cervix-adenoma (erosion). 
When due to vaginitis, especially the gonorrhoeal 
variety, it is thick and abundant; when due to one 
of the other conditions it is mixed w T ith mucus. It 
is sometimes included in the popular term “ the 
whites ”; the correct name for it is “ xanthorrhea.” 

(d) A foetid watery discharge signifies the 
presence of ulceration, which may be due to a 
retained pessary, a sloughing fibroid or polypus, 
decomposing placental fragments, or, most fre¬ 
quently, uterine cancer. 

(e) A blood-stained discharge may be produced 
by any of the causes of ulceration just mentioned, 
or by an endometritis, a laceration, a readily- 
bleeding erosion, or an ulceration of the vagina in 
a case of procidentia. The colour may vary from 
a light rose tint to the red of almost pure blood. 
When a patient complains of bleeding after inter¬ 
course, we should look out for erosion, cancer of 
the cervix, or cervical polypus. 

(f) A brownish discharge is found most cha¬ 
racteristically in the case of extra-uterine pregnancy, 
but may also be produced by any condition leading 
to slight bleeding, clotting in the vagina, and slow 
decomposition of the clot. 

5. Disturbances of the bowel and bladder. —One 
of the principal bowel disturbances is, of course, 
constipation ; but inasmuch as a large proportion 
of women with healthy pelvic organs suffer from 
constipation, we can clearly attach no great dia¬ 
gnostic importance to it. We find, however, that 
constipation is sometimes accounted for by pressure 
on the rectum due to retroflexion, tumours, or 
pelvic inflammation. Of somewhat more value as 
a symptom is pain during defalcation, which may 

Digitized by Google 




The Clinical Journal.] 


DR. GILES. 


[Sept. 21,1904. 365 


be due to one of the causes just mentioned or to 
prolapsed and tender ovaries. 

Bladder disturbances are often of great signifi¬ 
cance. 

(a) Painful micturition is frequently associated 
with gonorrhoeal vaginitis ; in other cases it may 
be due to urethral caruncle, or, rarely, to foreign 
bodies in the bladder. 

(/>) Frequent micturition may result merely from 
pelvic congestion ; or it may indicate some dis¬ 
placement of the normal position of organs, as in 
cases of cystocele and prolapse of the uterus; or 
some irritation due to pressure on the base of the 
bladder, such as may arise from retroversion, 
when the uterus is large or pregnant; or from a 
pelvic tumour or inflammatory mass pressing the 
cervix against the bladder. Thus it is found in 
the case of fibroids, especially cervical ones, and 
subperitoneal myomata lying in the pouch of 
Douglas ; it is sometimes due to an impacted 
ovarian tumour; or to an extra-uterine pregnancy 
occupying the pouch of Douglas. 

(c) Retention of urine is produced by any of the 
previous conditions, when the growth or swelling is 
large enough not only to irritate the base of the 
bladder but also to compress the bladder or 
urethra against the pubes. Retroversion of the 
gravid uterus is probably the most common cause 
of retention of urine. 

The occurrence of retention during or just 
before the menstrual periods, with freedom, or, at 
most, frequency of micturition in the intervals, is 
almost diagnostic of uterine fibroids; the swelling 
of the uterus and tumour incidental to the men 
strual congestion being sometimes just sufficient to 
lead to retention, whilst after menstruation the 
subsidence of congestion leaves the bladder free. 

6. Pruritus. —This symptom is naturally not one 
of great importance from the point of view of 
diagnosis, although it may do more to make a 
woman’s life miserable than all other symptoms put 
together. We shall have to be on the look-out for 
vulvitis and kraurosis vulvae as the principal direct 
causes of pruritus, whilst the occurrence of leucor- 
rhcea at the same time will lead us to suspect that 
the pruritus is due to irritating discharges in cases 
of erosion and endometritis. There is sometimes 


There is also a somewhat constant relation between 
pruritus and masturbation, but whether the habit is 
induced by the pruritus or is the cause of it I 
cannot say. 

7. Dyspareunia. —This may be an indication of 
two quite different sets of conditions, according as 
the pain on intercourse is referred (a) to the vagi¬ 
nal orifice, or (t>) to the deeper parts of the pelvis. 

(a) Pain referred to the vaginal orifice may be due 
to stenosis of the orifice, a rigid hymen, some 
abrasion, ulceration, or trauma of the vulva, 
urethral caruncle, urethritis, painful hymeneal 
caruncles, vulvitis, or vaginitis. The history will 
give us some further indication as to what we are 
likely to find. Thus, if the patient has not been 
married long, or if dyspareunia has existed from the 
first, she probably has stenosis or a rigid hymen ; if 
the patient has been married some years and the 
dyspareunia is a recent development it is likely to 
be due to painful urethral or hymeneal caruncles; 
if there is a history of discharge or injury we shall 
look for some inflammatory condition or trauma. 

(b) Pain referred to the deeper parts of the pelvis 
is most often due to inflammatory disease of the 
appendages, to endometritis, retroversion, or pro¬ 
lapsed and tender ovaries. The combination of 
retroversion and prolapsed ovaries is frequently met 
with; any pressure on the cervix, whether during 
intercourse or during examination, causes pain 
from pressure on the ovaries. 

8. Sterility .—This symptom is often of value in 
telling us what we may expect to find. The sterility 
may be primary or secondary. 

(a) Primary sterility. —When a woman has had 
no children after several years of married life the 
first point to consider is whether the sterility is due 
to under-development or malformation, or whether 
it results from inflammatory disease of the Fallopian 
tubes ; so we shall start by inquiring whether there 
is any history of gonorrhoea. If we elicit such a 
history, we shall at once examine carefully into the 
condition of the uterine appendages. If there has 
been no gonorrhoea, we shall inquire into the 
characters of menstruation. If this has come on 
late and is scanty and irregular, some degree of 
under-development of the uterus or ovaries may be 
expected. When menstruation has the normal 


considerable pruritus merely as the result of con¬ 
gestion—for example during pregnancy, or when the 
vulva and vagina are affected with varicose veins. 


characters except that it is very painful we must 
look for anteflexion of the uterus with stenosis of its 


canal; or the faulty condition may be retroflexion. 
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Synopsis of the Diagnostic Significance of Gynecological Symptoms. 


Predominant symptom. 

Associated symptoms. 

Provisional diagnosis. 

1. Amenorrhoea. 

1 

f.. 


a. Primary . 

Symptoms of anaemia, tuberculosis, 
etc. 

None 

Constitutional amenorrhoea. 


Delayed puberty or under-development. 

M ... 

Periodic abdominal pain and swelling 

Cryptomenorrhcea. 

b. Secondary 

Symptoms of anaemia, myxoedema, 
morphinism, recent exanthemata 

Constitutional amenorrhoea. 

,, . . 

Sickness, abdominal swelling, etc. 

Pregnancy. 

M 

Periodic abdominal pain 

Haematometra (cryptomenorrhcea ). 

.. 

None 

Super-involution. 

.. 

Flushes, heats, etc. 

Menopause. 


2. Pain. 

a. Periodic : i. Menstrual Pain is hypogastric or sacral Stenosis : ante-flexion. 

.. Pain is hypogastric or sacral : leucor- Endometritis: erosion: displacements, 

rhoea : menorrhagia 

. Pain is markedly lateral Prolapsed ovaries : diseased tubes, 

ii. Intermenstrual Hydrorrhcea Tubal disease. 

b. Intermittent and irregular' Constipation : nausea, etc. Flatulent dyspepsia. 

c. Frequent or constant . Leucorrhoea: bearing down: lassitude Endometritis: congestion: sexual excess: 

retroversion : prolapse. 

,, . Leucorrhcea : weight: disturbances Impacted pelvic tumour, 

of bowels and bladder 

Leucorrhcea: weight : disturbances Retroversion of the gravid uterus: extra- 
of bowels and bladder : amenorrhoea uterine gestation. 

d. Acute : i. Sudden onset . Pain referred to back : bearing down Retroversion. 

,, Pain referred to abdomen: sinking Rupture of ovarian cyst, 

feeling 

„ Pain referred to side : sickness : tern- Twisting of the pedicle of a tumour, 

perature 

Pain referred to side: shock: col- Ruptured extra-uterine gestation, 
lapse: previous amenorrhoea 

ii. Gradual onset . High temperature : rigors Peritonitis : pelvic abscess. 


3. Haemorrhage. 

a. Menstrual (menorrhagia). Early puberty 

Moderate menorrhagia : leucorrhoea 

,, Xanthorrhoea : painful micturition 

Recent labour or miscarriage 
,, Profuse menorrhagia ; blanching 

b. Intermenstrual (metror- . Recent labour or miscarriage 

rhagia) 

,, Pain : sterility 

,, Pain : offensive discharge 

,, Haemorrhage after coitus 

c. During pregnancy . None 

,, Bearing-down pains 

,, . Discharge of grape-like follicles 

,, . Offensive discharge 

,, Lateral pain : brownish discharge 


Functional congestion. 

Congestion : endometritis : retroversion : 
early fibroids. 

Salpingitis: pyosalpinx. 

Subinvolution : retained products. 

Polypus: fibroids. 

Placental polypus. 

Fibroids. 

Malignant disease. 

Urethral caruncle: erosion: cervical poly¬ 
pus : carcinoma of cervix. 

Laceration of cervix: varicose veins (men¬ 
struation during pregnancy). 

Threatened miscarriage: placenta praevia : 
accidental haemorrhage. 

Hydatidiform mole. 

Pregnancy with carcinoma of cervix. 

Extra-uterine gestation. 


4. Discharge. 

a. White creamy 

b. Clear viscid 

c. Muco-purulent 

d. Purulent . 


None: or backache, etc. 
None : or backache, etc. 
Sacral or pelvic pain 
Painful micturition 
None 


Functional congestion. 

Uterine congestion. 

1 Endometritis: erosion: vaginitis. 
Vaginitis, especially gonorrhoea. 
Retained pessary. 
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Synopsis of the Diagnostic Significance of Gyneecoiogical Symptoms (continued). 


Predominant symptom. 

Associated symptoms. 

Provisional diagnosis. 

4. Discharge ( continued ). 



e. Foetid watery . 

None 

Retained pessary : sloughing polypus. 

,, ... 

Menorrhagia 

Sloughing fibroid or placental remains. 

,, ... 

Irregular haemorrhage: pelvic pain 

Carcinoma. 

. Blood-stained . 

Sacral or pelvic pain 

Erosion: ulceration from foreign bodies: 
carcinoma. 

• 

Bearing down : external swelling 

Ulceration of cervix or vagina in proci¬ 
dentia. 

... 

None 

Mucous polypus. 

,g. Brownish .... 

Lateral pain : recent amenorrhcea 

Extra-uterine pregnancy. 

5. Bowel and Bladder Dis¬ 
turbance. 

a. Painful defaecation 

Pelvic pain 

Retrofiexed fundus: prolapsed ovary: pelvic 
tumour. 

b. Painful micturition 

None, or blood-stained discharge 

Urethral caruncle : foreign body in the 
bladder. 

ft . 

Xanthorrhoea 

Gonorrhoeal vaginitis. 

c. Frequent micturition 

Backache : leucorrhcea 

Functional congestion. 

Sacral, supra-pubic, and “ bearing- 
down ” pain 

Cvstocele : prolapse of uterus : retroversion 
of uterus, when enlarged. 

M . 

Three months’ amenorrhcea 

Retroversion of gravid uterus. 

» 

Pelvic pain 

Pelvic inflammation : impacted ovarian or 
fibroid tumour : carcinoma of cervix. 


Pelvic pain : menorrhagia 

Impacted fibroid tumour. 

d. Retention of urine . 

Three to four months’ amenorrhoea 

Retroverted gravid uterus : extra-uterine, 
gestation. 


Pelvic pain : normal or profuse men¬ 
struation 

Large impacted pelvic tumour. 

6. Pruritus. 

1 

Various 

Congestion of pelvic organs, frpm preg¬ 
nancy : displacements, inflammation, or 
tumours. 


Pain in vulva 

Vulvitis pruriginosa : kraurosis. 


Leucorrhcea 

Erosion : endometritis. 


7. Dyspareunia. 


a. Pain referred to vulva 

None 

Stenosis of vaginal orifice: painful car¬ 
uncles : abrasions of vulvar orifice. 


Leucorrhoea : pain in vuiva 

Vulvitis: vaginitis. 

b. Pain referred deeply 

Pelvic pain : leucorrhoea 

Retroversion : prolapsed ovaries: pelvic 
inflammation. 


8. Sterility. 


1 

a. Primary 

Dyspareunia or incomplete coitus 

Mechanical obstacles to intercourse: im 


perforate vagina : rigid hymen. 

” 

Scanty menstruation or primary 
amenorrhoea 

U nder-development. 


Dysmenorrhoea 

Stenosis: ante-flexion. 


Leucorrhoea : pelvic pain 

Retroversion. 


History of gonorrhoea 

Inflammatory disease of the appendages. 

ff 

. Long-standing sterility : menorrhagia 

Uterine fibroids. 

b. Secondary 

. Menorrhagia 

Fibroids. 


History of puerperal fever 

Pelvic inflammation. 

,, 

Gonorrhoea following child-birth 

Diseased appendages. 

,, 

. Leucorrhoea : pelvic pain 

Endometritis: displacements. 
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Endometritis is a frequent cause of sterility, 
but not generally in the first instance. A history 
of dyspareunia in the case will suggest the possi¬ 
bility of some mechanical obstacle to complete 
intercourse. 

In a case where the principal symptom besides 
sterility is menorrhagia or metrorrhagia we may 
suspect the presence of fibroids; for there is a 
rather close relation between these tumours and 
sterility. 

(fi) Secondary sterility .—By this is meant that a 
woman has borne one or two children and has 
then become sterile, although still at a child-bearing 
age. 

A frequent cause of secondary sterility is endo¬ 
metritis, with or without some displacement; or a 
woman may have contracted gonorrhoea after a 
confinement, with the result that her tubes have 
become disorganised. Lastly, secondary sterility, 
like the primary variety, may be associated with 
fibroids. 

In bringing these remarks to a close I must 
point out that they can lay no claim to complete¬ 
ness ; to fulfil such a claim they would have to be 
extended to the proportions of a book. My aim 
has been to sketch in outline the significance of the 
symptoms most commonly met with, so as to lead, 
as I said at first, to the intelligent anticipation and 
subsequent interpretation of the physical signs 
present in the case. If we know what to look for 
we are the less likely to overlook it. 

I have appended a synopsis of the previous 
observations in the hope that it may prove of some 
assistance in diagnosis, not by minimising, far less 
eliminating, the need for physical examination, but 
by serving as an index of what to look for. 

Sept. 20 th ; 

Upper Wimpole Street , W. 


WRIGHTS EIKONOMETER—This instru¬ 
ment has been invented by Dr. A. E. Wright for 
obtaining the magnifying power of the microscope, 
and for the rapid measurement of microscopic 
objects. The principle is ingenious, and saves the 
trouble of inserting eye-piece micrometers and 
making elaborate calculations. It is a piece of 
apparatus not unlike an eye-piece, which is held 
over the eye-piece of the microscope without inter¬ 
fering with the adjustments of the instrument, and 
the object can be instantaneously measured. When 
it is used the object being examined is seen just as 
if the eikonometer were not in use, and a scale of 
divisions representing millimetres is seen super¬ 
imposed upon the object. This shows how many 
millimetres the picture of the object measures. To 
obtain its actual size, this measurement is divided 
by the magnifying power which is obtained by 
means of the eikonometer as follows, and may be 
kept for reference on a card in the eikonometer 
box : Place a (stage) micrometer on the stage of 
the microscope, and hold the eikonometer over 
the eye-piece; the eikonometer divisions which 
represent millimetres will be seen over the stage 
micrometer divisions which represent one-tenth or 
one-hundredth of a millimetre; thus, if the hundredth 
of a millimetre of the stage micrometer measures 
five divisions of the eikonometer, the magnifying 
power is 500. This having been noted, all objects 
viewed with this object glass and eye-piece and the 
same length of microscope can be instantly 
measured. If, on using the eikonometer, the 
object under observation is found to measure one 
millimetre, its actual size is one five-hundredth of 
a millimetre, if two, two five-hundredths of a 
millimetre, and so forth. 

If A and B represent the object-glass and eye¬ 
piece of the microscope, it is well known that the 
image of the object at D is represented by the 
microscope as a virtual image apparently existing 
at E. The eikonometer C when placed on the 
eye-piece produces at F an image of image at E, 
one-tenth the size, and a micrometer scale of tenths 
of a millimetre is placed at this position, the eye¬ 
piece H being a convenient magnifying power with 
which to examine the picture at F» The eikono¬ 
meter is a means of measuring the image which is 
formed by the microscope at E. The instrument 
is made by Messrs. Beck of Cornhill, E.C. 







THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 


No. 622. WEDNESDAY, SEPTEMBER 28, 1904. Vol. XXIV. No. 24. 


CONTENTS. 

PAGE 

Lecture cn the Clinical Investigation 

of Cases of Dyspepsia. By Robert 
Hutchison, M.D., F.R.C.P.369 

* Recent Work on the Functions of the t 

Spina Cord. By A. G. Gibson, M.B., 

B.Ch.* .375 

*With Dr. Norman Meachen in the 
Skin Department of the Tottenham 
Hospital.382 

* Specially reported for the Clinical Journal. Revised 
by the Author. 

ALL RIGHTS RESERVED. 

NOTICE. I 

Editorial correspondence, books for review, 6°r., | 
should be addressed to the Editor, 35a, Welbeck ! 
Street, Cavendish Square, JV., Telephone No. 
904, Paddington ; but all business communications I 
should be addressed to the Publishers, 22^, Bar - i 
tholomew Close, London , E.C. Telephone 927, 
Holborn. 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son, Bartholomew 
Close, E.C. Telephone 927, Holborn. 

Terms of Subscription, including postage, payable 
by cheque, postal or banker’s order {in advance): for 1 
the United Kingdom, 155. 6 d. per annum; Abroad, 
17 s. 6 d. 

Cheques, &c., should be made payable to The I 
Proprietors of the Clinical Journal, crossed ' 
“ The London, City, and Midland Bank, Ltd., 
Newgate Street Branch, E.C . Account of the 
Medical Publishing Company , Ltd.” 

Reading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at 2s. 3 d. 
each, or will be forwarded post free on receipt of 
25. 6 d. ; and also Cases for Binding Volumes at is. 
each, or post free on receipt of is. 3 d., from the 
Publishers, 22\, Bartholomew Close , London, E.C . , 


A LECTURE 

on 

THE CLINICAL INVESTIGATION 
OF CASES OF DYSPEPSIA, 

Delivered at the London Hospital, 

By ROBERT HUTCHISON, M.D., F.R.C.P., 
Assistant Physician to the Hospital. 


Gentlemen, —The first point I want to impress 
upon you in this lecture is that the condition to 
which one commonly applies the term “ dyspepsia ” 
is not in itself a disease. I want you to realise 
clearly that the word “ dyspepsia ” is only used 
for convenience as covering a certain group of 
abnormal signs or symptoms referring to the 
process of digestion. Just as you never think of 
being satisfied with “ dyspnoea ” as a diagnosis in 
cases in which shortness of breath is the chief 
complaint, so when a patient has an uncomfortable 
feeling during digestion you ought not to rest 
content with the diagnosis of “ dyspepsia.” You 
should try, as far as you can, to ascertain exactly 
what the abnormal process going on in the stomach 
is, and upon what it depends. 

For purposes of convenience one may divide * 
the diseases or disorders of the stomach which are 
capable of producing what we call dyspepsia, or 
difficulty of digestion, thus : 

{ Cancer, 

Ulceration, 

Catarrh. 

{ Disorders of sensation, 

„ „ motility, 

„ „ secretion. 

You can place in one or other of these groups 
any case of dyspepsia which may present itself to 
you ; but, of course, you know' as well as I do 
that you may have combinations of two or more 
of these morbid conditions in the same case. 
There is nothing commoner, for instance, than for 
a man who is the subject of cancer of the stomach 
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to have some catarrh of the mucous membrane : 
also, and many cases of functional disease of the 
stomach present at some time or another one of 
the organic changes in addition. One of the chief 
difficulties which you will have in the exact , 
diagnosis of the cause of dyspepsia is brought 
about by these mixed cases, in which you are not ; 
dealing with one abnormality alone. If, now, you 
wish to refer your case to its proper place in the 
above scheme, you must have a suitable method 
of investigating it, and it is to the methods em¬ 
ployed in the clinical investigation of cases of 
dyspepsia that I wish to direct your attention 
to-day. 

The first point in the investigation of any case ' 
of stomach trouble is to ascertain the symptoms; 
the second part of the investigation is concerned 
with eliciting the exact physical signs. Let us 
take the symptoms first. You will find that the ( 
number of symptoms of which patients suffering 
from dyspepsia complain is very great. Many of 
those relate to the nervous system and are partly 
of reflex, partly, probably, of toxic origin. Amongst 
these I would mention such symptoms as head¬ 
ache, giddiness, depression of spirits, inability to 
work, disturbed sleep, lassitude, and such like. 

I would advise you not to give too much heed to 
those in investigating a case, but to concentrate j 
your attention on a few definite symptoms j 
specially referred to the stomach. The chief of ; 
these are: (i) Disorders of appetite; (2) pain or 
discomfort in the region of the stomach ; (3) flatu¬ 
lence ; (4) vomiting ; (5) wasting. 

Let us now take up these symptoms one by one 
and briefly consider their value in diagnosis. 

1 

Investigation of Symptoms. 

1. You will find that appetite is usually dimin- I 
ished in cases of malignant disease and catarrh, 
whereas it is usually unaffected in cases of ulcera¬ 
tion. In the functional disorders of the stomach, 
on the other hand, the appetite is very variable. 

2. With regard to pain or discomfort after food , you 
should not content yourself merely with ascer¬ 
taining whether the patient has pain or discomfort 
or not, but you should inquire where the pain is 
situated, and what its relation is to the taking 
of food. An important question, for instance, is, 
How long after a meal does the pain come on? 
You will find that the pain is more or less con¬ 


tinuous in cancer; that in cases of ulcer it 
comes on immediately after eating, and disap¬ 
pears when the stomach is emptied, whilst in 
gastric catarrh there is no real pain at all ; 
discomfort there may be, but not actual pain. 
In functional diseases of the stomach you will 
find that pain is very variable. In some of the 
cases it is quite acute, but it is probably never 
continuous. In some it comes on immediately 
after taking food, and in others, such as hyper- 
chlorhydria, it is delayed until about one and a 
half hours after meals. With regard to the 
situation of the pain you will find that in cases 
of ulcer it is often referred not only to the 
stomach but to the back. You may get the 
same sort of pain in malignant disease some¬ 
times, but it is not common in neuroses to get 
it referred to the back. 3. Flatulence , as a 
symptom, is uncommon in ulcer; it is not very 
common in malignant disease. It is frequently 
met with in catarrh, and very frequently in many 
of the neuroses, particularly in that known as 
gastric neurasthenia. 4. Vomiting is the rule in 
ulcer, and in such cases it usually comes on 
with the pain, and the pain is relieved after 
vomiting has occurred. In malignant disease 
also one almost invariably gets vomiting at one 
stage or other of the process. In the early 
stages it is often like the vomiting of ulcer, 
coming on with the pain and relieving it. In 
the later stages, when the stomach is dilated, 
the vomiting is infrequent but copious, and very 
often occurs in the course of the night. Vomiting 
is not very common in catarrh, except in that form 
which is due to the excessive use of alcohol, in 
which case it usually takes place the first thing 
in the morning. On the other hand, nausea, short 
of vomiting, is extremely common in cases of 
gastric catarrh. In the functional disorders there 
may or may not be vomiting ; in some cases it 
is prominent, in others, such as hyperchlorhydria, 
it scarcely ever takes place. 

5. The last symptom is wasting . Wasting, if 
progressive and severe, always suggests malignant 
disease. On the other hand, you must remember 
that in many cases of purely functional disorder of 
the stomach the patient may waste greatly because 
he has cut down his diet to extreme limits. Not 
long ago I saw a young man who was progressively 
losing weight. He had lost about two stones in 
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six months, and suffered from discomfort in the 
stomach. On investigation I found that all the 
functions of the stomach were performed normally, 
but the patient had so restricted his diet in order 
to get rid of his discomfort that he had induced a 
severe loss of weight. Wasting from that cause is 
not uncommon, and you must bear it in mind and 
allow for it. 

In ulcer there is not much wasting, nor is there 
in catarrh, unless it be of very long standing. You 
must remember that the stomach is, to a large 
extent, a superfluous organ, and that its functions 
can be performed lower down in the intestine, even 
when the secretion of gastric juice is entirely 
arrested. In such cases the patient’s weight may 
remain up indefinitely so long as the pancreas and 
other digestive organs are in good order. I 
remember a somewhat stout man, doing active 
work as a labourer, who came here for a form of 
diarrhoea, which proved to be due to imperfect 
gastric digestion. He produced almost no gastric 
juice, but his nutrition was perfectly maintained 
and he had no stomach symptoms. Without doubt 
his digestion was being carried on in the bowel. 

Investigation of Physical Signs. 

We may pass on now to consider the physical 
examination of the patient. You will note, of 
course, anything in his general appearance which 
is important, just as you do in every case of disease 
which comes before you; but the points to which 
you will specially direct your attention in stomach 
troubles are these : 

1. The condition of the teeth .—One cannot 
exaggerate the importance of examining into the 
apparatus which prepares the food for its entry into 
the stomach, because one sees so many cases of 
indigestion which are kept up by the patient 
having an imperfect set of teeth. The swallowing 
of masses of insufficiently masticated food is 
calculated to irritate the stomach in an extreme 
degree. Further, do not neglect to examine the 
gums, because many cases of gastric catarrh are 
kept up by the swallowing of poisonous material 
—pus—from that source. 

2. Note next the condition of the tongue. I think 
it is probable that the value of the appearance of 
the tongue as an index to the condition of the 
stomach has been exaggerated ; in the old days 
perhaps too much attention was attached to it. 


Now we rather tend to neglect the indications 
which it affords too much. The chief thing to 
observe is whether the tongue is clean or furred. 
In some gastric disorders it is quite clean ; ulcera¬ 
tion of the stomach is one of these. Gastric 
catarrh, on the other hand, is almost always 
accompanied by furring of the tongue. In cancer 
more or less of furring is the rule. Functional 
disorders present differences in this respect; in the 
majority perhaps one does not find much fur, but 
in many of the commoner forms the tongue is 
flabby and indented by the teeth. 

Examination of the Stomach. 

We come next to the examination of the stomach 
itself. The first point of importance here is the 
presence or absence of tenderness . That you 
ascertain by putting the patient on his back with 
the knees drawn up, and then palpating the 
stomach ; note whether there is deep or superficial 
tenderness ; that is to say, observe whether there 
is tenderness produced by firm pressure on the 
stomach, or whether it is caused by pinching the 
skin lightly. Deep tenderness is characteristic of 
catarrh and malignant disease ; superficial tender¬ 
ness, on the other hand, is an indication of the 
presence of ulceration. You will find, too, that in 
cases of ulceration there are often points of deep 
tenderness which are quite localised—that is to say 
points over which alone the patient complains of 
pain on pressure. Whilst palpating for tenderness 
you will note also whether you can feel a tumour , 
and if you are in doubt about a tumour it may 
be necessary to examine the patient under an 
anaesthetic or in a hot bath. Next determine the 
size and position of the organ. The determination 
of the size of the stomach is a matter which often 
gives rise to difficulty. The reason of this is that 
the stomach lies so near to other large air- or gas- 
containing viscera, particularly the transverse colon, 
that one may be in doubt when one is dealing with 
the stomach and when one is dealing with the 
large bowel. What one wishes to determine is the 
position of the greater curvature; one need not 
trouble much about the other margins. Percuss 
upwards from the umbilicus until you get a tym¬ 
panitic note, and that will probably indicate the 
greater curvature of the stomach. The greater 
| curvature should lie, in health, distinctly above the 
! umbilicus, at least two fingers' breadths above, but 
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for practical purposes it is well to allow a certain the stomach to «a moderate degree. Having done 

margin, and say that if the greater curvature is not that, place your stethoscope over a point where 

at or below the level of the umbilicus, the stomach you know the stomach lies directly underneath it. 
is neither dilated nor displaced. But cases are not The best point is just to the left of the xiphi- 
all so simple as that; it is not always an easy sternum, then make light scratching movements on 
matter to determine definitely whether you are the surface of the skin, while you listen with 
dealing with a stomach note, and it is in such cases j the stethoscope along lines radiating outwards 

that inflation is of help. 1 from the latter. You will hear the vibrations 

! set up in the stomach by your light scratching 

Inflation of the Stomach. j movements, but as soon as your finger passes 

There are many ways, in which you can inflate ' over the edge of the stomach the vibrations cease, 

the stomach. One is by passing a stomach tube 
and either blowing down into the stomach or 
pumping air into it by such an apparatus as I show 
you here, which consists of a rubber-ball pump, and then the vibrations do not cease as abruptly 
which can be connected up by means of a junction as they should do when you have got beyond the 
with the stomach tube. But it is not always con- margins of the stomach. 

venient to pass a stomach tube, and in many cases By the above methods you can also determine 

one wishes to dispense with it; it is unpleasant to whether the stomach is displaced or not, because 
the patient, and not altogether devoid of risk ; and when you have inflated the stomach and ascertained 
in those cases it is more convenient to use a the position of its greater curvature you have only 
method of inflating the stomach by the production to ascertain the position of the lesser curvature, 
inside it of carbonic acid gas. One gives the patient and if that can be definitely percussed out you 
some tartaric acid first of all. The question is, how may be certain that the stomach is displaced 
much of this should one give ? It has been found downwards, for in a condition of health you 

that the quantity which produces an inflation of ought not to be able to ascertain the position 

the stomach which most nearly corresponds in of the lesser curvature at all on account of its 

degree to that of its normal size is fifteen grains of j being covered by the liver. By measuring the 

tartaric acid and about double that quantity of j distance between the greater and the lesser 
bicarbonate of sodium. It is most convenient to curvature you can ascertain whether the stomach 
give the tartaric acid in a cachet. That is swallowed, is enlarged as well as displaced, the two not 
and shortly afterwards the patient drinks in a uncommonly occurring together. Normally the 
solution double the quantity of bicarbonate of I vertical distance between the two curvatures ought 
sodium. If you take care to use those quantities you not to exceed io centimetres, 
will find that they do not over-distend the stomach. 

But sometimes you may want to distend the Investigation of the Chemical Functions. 

stomach more than that. For instance, you will The next point is to determine whether the 

find in conditions in which the stomach is atonic, stomach is performing its functions properly. 

/. t . where the muscular wall has lost tone, that the This is not necessary in every case. In a large 
' organ can easily be over-distended. It has been number of cases—and the more experienced you 
i found that if, using three times the gmount of are the greater will the number be—you can 
! tartaric acid which I mentioned and double that determine from the symptoms and from the 
amount of bicarbonate of soda,, the lower border of general signs what the condition is with which 
^ the stomach descends more than two centimetres, i you are dealing, with almost absolute certainty ; 
then atony exists. but there remains always, even with the most 

Instead of merely percussing the stomach in the experienced, a residue of cases where it is neces- 
ordinary way with the finger, you will find it often sary for you to ascertain how the stomach is 
desirable to check your results by means of com- performing its functions, and that involves the 
bined auscultation and percussion. In carrying passage of a stomach tube. You should never 


The whole secret of the method is to use only 
light scratchings, because if you use heavy ones 
you may set up vibrations in the adjoining viscera, 


this out it is necessary in the first place to inflate \ pass a stomach tube if you can make a diagnosis 
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without it. Secondly, never pass it where there 
is any history of recent bleeding; and thirdly, 
never pass it in patients who have cardiac disease, 
or who are in a very feeble state of health. But if 
none of these contra-indications is present you 
may safely proceed to investigation by that means. 
The functions which you wish to investigate are 
the chemical functions and the motor power. In 
order to investigate the chemical functions you 
must give the patient a test meal; and if that 
meal is to be a suitable one, one which will 
really test the digestive power of the stomach, 
it must contain a considerable quantity of 
proteid material, for you will remember that 
the chief digestive function of the stomach is the 
solution of proteid. I usually give an ounce of 
mince, or one or two lightly cooked eggs, so as to 
ensure the meal containing enough proteid, and 
two slices of toast, with half a pint of any liquid, 
generally weak tea. You should not give milk, 
because it is very apt to block up the eye of the 
stomach tube, and lead to trouble in getting out 
the meal afterwards. After the lapse of one and a 
half or two hours, you proceed to draw off a sample 
of the stomach contents. In doing this it is well 
to have the proper sort of stomach tube. It is not 
necessary to use one of very large calibre. You 
will observe that this tube which I show you has 
got a rounded end and a smooth bevelled eye. 
These are the two great essentials of a good 
stomach tube. After passing it down you ask the 
patient to strain a little, and very often if he does 
that the gastric contents escape at once. Some¬ 
times, however, they do not, and then you are apt 
to think the stomach is empty. But I advise you 
to be chary of concluding that the stomach is 
empty two hours after the patient has taken a test 
meal. It is more likely that something has gone 
wrong with the attempt to draw off the contents. 
One of the things which may happen is that the 
eye of the tube may have become blocked ; that 
you can put right by blowing air down the tube. 
Sometimes even that does not result in bringing 
away the contents, and you may require to have 
recourse to suction. That is best done by an 
exhaust bottle attached to a ball syringe in which 
the valves have been reversed, so that air is sucked 
out of the bottle instead of being driven into it. 
The bottle is connected with the stomach tube, 
and when the tube is in position, with a few strokes 


of the pump one makes a partial vacuum inside the 
bottle, and then the contents of the stomach are 
sucked up into it. We will suppose that by one or 
other of these means you have obtained a sample 
of the stomach contents. You may derive a good 
deal of information from simple inspection of the 
sample. If it contains lumps of undigested food, 
the patient’s gastric juice is probably deficient. If 
the contents are viscid and sticky and filter only t 
slowly, there is an excess of mucus present, which 
means that the patient has got gastric catarrh. But 
if the sample is reduced almost to a liquid condition, 
you can feel sure that the digestive functions are 
at least efficient. One then proceeds to filter the [ 
sample preparatory to making a further investiga- \ 
tion of it. 


Analysis of Stomach Contents. 


Ascertain first of all the total acidity. Here are 
the stomach contents of a patient whom I saw this ^ 
morning. Litmus paper shows that the filtrate is 
strongly acid. In order to ascertain the degree of 
acidity one measures 10 c.c. of the stomach con- \ 

I tents into a beaker, and titrates with a standard 
I solution of caustic soda, using a drop of phenol- 
1 phthalein as indicator. I have added a drop of 
phenol-phthalein to this sample, and I now run the . 
deci-normal solution of soda into it, and stop when 
the fluid is of a pale flesh colour. I find that 
57 c.c. of caustic soda has neutralised 10 c.c. of 
the stomach contents. In order to ascertain the 
percentage of acid all that is necessary is to 
multiply 57 by 0*365, which gives a percentage of 
0*21305. As the percentage of normal total acidity 
may vary between 0*15 and 0*30, this result is no 
! indication of disease. 

You next wish to determine whether there is free 
| hydrochloric acid present. There are many tests 
1 which you can use for this purpose, but one of the 
best is dimethyl-amido-azo-benzol, a yellow dye 
which becomes pink on the addition of free 
I hydrochloric acid. You notice that on testing this 
sample with a piece of paper soaked in a solution 
! of this dye it becomes pink at once. I have here 
the stomach contents of another patient in the 
wards. On testing that with the other end of the 
same piece of yellow paper you see that it does not 
| become pink at all. In the one case free hydro- j 
chloric acid is present; in the other it is absent. / 
For your purposes it is sufficient to ascertain 
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whether free hydrochloric acid is there or not, and 
I do not think you need trouble to find out : 
exactly the amount of free hydrochloric acid. 
Sometimes you may require to test for the presence 
of organic acids, but that is unnecessary if free 
hydrochloric acid is present; for in these circum¬ 
stances it is hardly possible for organic acids to be 
formed, for they result from the action of bacteria 
on the stomach contents, and bacteria are incapable 
of growing in a stomach in which there is free 
hydrochloric acid. You will remember that the 
test for lactic acid is by Uffelmann’s reagent, a 
mixture of carbolic acid and perchloride of iron, 
which forms a blue solution, turning bright yellow 
on the addition of lactic acid. In applying the 
test it is necessary first to extract the gastric 
contents with ether, so as to make certain that ' 
you are dealing with lactic acid and not with 
lactates. One shakes up the stomach contents in 
the proportion of io c.c. of stomach contents to 
40 c.c. of ether, pours off the ether and allows it to 
evaporate, redissolves the residue in a little water 
and tests the solution for lactic acid with some 
of the reagent. The presence of acetic and 
butyric acids you recognise by their characteristic 
smell. 

In addition to ascertaining the degree of acidity 
and what it is due to, it is sometimes necessary to , 
examine for the gastric ferments. You may take it 
that pepsin and hydrochloric acid usually vary 
together; if there is free hydrochloric acid in the 
stomach, you can be certain that pepsin is present 
also; but if you wish to ascertain whether the 
mucous membrane is still secreting ferments, it is 
best to test for the presence of rennin, which is 
done by neutralising the stomach contents, adding 1 
a few drops of them to a little milk and seeing 
whether the milk curdles when kept warm. If the 
mucous membrane is much atrophied, rennin 
disappears. If you wish to ascertain whether 1 
peptone is being formed, it is easy to test the 1 
stomach contents for it, and as the meal you give j 
does not contain peptone its presence indicates 1 
that pepsin is being secreted. Use the biuret 
reaction with sulphate of copper and caustic 
potash. The important point in this test is to take 
care not to use too much copper. Add a minute 
drop of a one per cent, solution of sulphate of ; 
copper to some of the stomach contents and then 
some twelve per cent, caustic potash solution, and I 


if you get a rose-red reaction you may be certain 
that there is peptone present. 


Indications Furnished by the Analysis. 

With regard to the indications which such tests 
furnish, you will remember that the acidity tends 
to be increased in cases of ulcer; it tends 10 be 
diminished in malignant disease and in catarrh. 
It is only in comparatively old-standing cases of 
gastric catarrh that free hydrochloric acid is 
entirely absent, whilst probably in the majority of 
cases of malignant disease free hydrochloric acid 
disappears rather early. 

With regard to the neuroses, many of them, 
perhaps the majority, tend to be characterised by 
an over-secretion of hydrochloric acid. That is 
particularly so in that typical neurosis known 
as hydrochlorhydria. But in many, perhaps most, 
of the neuroses the acidity tends to be excessive 
rather than the reverse. The presence of organic 
acids usually indicates stagnation of the stomach 
contents. 

Lastly you may have to test the motor power 
of the stomach. That is a function which it is 
not easy to test without passing the stomach tube. 
Various methods have been introduced for testing 
the motility of the stomach, by making the patient 
swallow drugs and seeing how quickly they pass 
into the urine; but most of those methods have 
been given up, and the surest way is to ascertain 
by means of the stomach tube how quickly the 
contents are passed on into the duodenum. An 
ordinary dinner ought to have left the stomach 
in five or six hours; but in order to allow for a 
margin of error one may say that if you give a 
patient an ordinary full meal and pass the stomach 
tube seven hours afterwards, the stomach ought 10 
be empty, and if it is not there is a diminution in 
its motility. That you might describe as simply 
impaired motility. But you know that the im¬ 
pairment of motility may go further: there may 
be not only delay in the passage of the con¬ 
tents, but actual stagnation, the stomach being 
unable to empty itself completely in twenty-four 
hours; and when that condition of things exists, if 
you pass a stomach tube the first thing in the morn¬ 
ing, when the patient is still fasting, you will be able 
to draw off some remains of the food taken the night 
before. So in the first stage you find the stomach 
contents present after seven hours, and in the 
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second the stomach contains remains of food the j 
first thing in the morning. You may consider also 
as a disorder of motility that slightest degree of all 
of which I have already spoken, namely, atony of 
the stomach, which you ascertain, you remember, 
by inflating the stomach with a large quantity of 
gas, and seeing the extent to which it enlarges. 

With regard to alterations in the sensibility of the 
stomach, one may say that there is no way of sub¬ 
mitting them to direct tests ; it is unfortunate that 
it is so, for it is probable that some of the neuroses 
of the stomach consist in alterations of its sensibility 
—such, for instance, as a hyperaesthesia of the 
mucous membrane, which may lead in turn to 
hyper-secretion from the setting up of reflex pro¬ 
cesses too easily. ! 

These, then, gentlemen,are the methods by which 
I would have you investigate all stomach cases. Go 
systematically through the history, selecting those 
five great cardinal symptoms of which I have spoken 
for careful investigation ; try to make a diagnosis, 
or a provisional one, upon those symptoms alone. 
Then pass to physical examination, remembering 
to examine carefully the mouth, and proceed to in¬ 
vestigate the stomach by the ordinary methods of 
inspection, palpation and percussion, combined, if 
need be, with auscultatory percussion. You have j 
then obtained some additional information by which ! 
you can amplify or correct your previous view of the 
case. If you are still in doubt, you may have to 
proceed to investigate the chemical functions of the 
stomach by giving a test meal, and analysing the 
stomach contents in the way I have indicated. 
Finally you will test the motor power, and then you 
will have before you a number of definite facts, 
from which you should be able to make a final 
diagnosis in the vast majority of the cases of 
indigestion which come before you. But you 
must remember that when you have done all that, 
there will still be a certain number of cases in i 
which you must be in doubt. The more carefully 
you examine your patient, however, the fewer will . 
such cases be. I 


“Tabloid* ’ferric chloride, l^x, is a convenient 
means of administering ferric chloride, especially , 
in a course of treatment. The “ Tabloid ” prepa¬ 
ration avoids the drawback of carrying fluid mixtures 
containing ferric chloride. Each represents the 
amount of ferric chloride contained in rrtx of | 
tincture of ferric chloride, B. P., and one dissolved 1 
in a wineglassful of water may be taken as may be j 
necessary. j 


RECENT WORK ON THE 
FUNCTIONS OF THE SPINAL 
CORD.* 

By A. G. GIBSON, M.B., B.Ch.Oxon. 


Mr. President and Gentlemen, —It has often 
been said by clinical teachers that in the diagnosis 
of disease the difficulty lies not so much in the 
recognition of abnormal conditions as in a right 
knowledge of the normal. If I may apply this 
principle to the study and proper understanding of 
diseased conditions, I w r ould say that he who w r ould 
acquire the truest knowledge of a diseased organ 
must first understand the workings of that organ 
in health ; and since all treatment depends upon 
intelligent and rational views of disease, the first 
study, that of physiology, becomes of first im¬ 
portance. 

It is for this reason that I thought it might not 
be out of place to attempt to show you the bridge 
between physiological and pathological processes, 
and I choose the spinal cord because it is one of 
those organs which men in their physiological 
studies are most apt to shun, with the result that 
they find it difficult to appreciate many points of 
clinical medicine. 

To any who may perhaps have been a little 
scared by the title of “ Recent Work on the Func¬ 
tions of the Spinal Cord,” let me say that I only 
propose to discuss the functions of this organ as 
shown by recent work in so far as they bear on the 
practice of medicine or surgery, and that I shall 
leave severely alone any abstract discussions which 
cannot be brought into line with such practice. 

It is important in the first place that you should 
have some idea of the relation which the spinal 
cord bears to other parts of the central nervous 
system, and the relative rank it holds in the higher 
animals such as man. This can best be done, I 
think, by considering the plan upon which the 
nervous system of a few of the lower animals is 
built. Take first the nervous system of an 
earthworm, an animal consisting of a number of 
segments, none of which has any marked import¬ 
ance over another, and with no highly developed 
sense organs at its anterior end. In the cord of 
such an animal there are motor cells governing 

* Delivered before the St. Thomas’s Hospital Medical 
Society. 
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the musculature of the corresponding segment, and 
each segment receives sensory fibres from corre¬ 
sponding areas of the body integument. Further, 
there is some connection between different levels 
in the presence of large nerve-cells with far-reaching 
dendrites and the terminations of the sensory 
nerves extending for a few segments upwards. But 
there are no fibres which connect segments a long 
way in front with those far behind; the only pos¬ 
sibility is a connection between one segment and 
another two or three segments away, in front or 
behind. This is the simplest type of spinal cord, 
but it is an important type because upon it the 
more complex types in the higher animals are built. 

The next complication is in the case of an 
animal which, though showing the segmental type 
well, has important sense organs—those of vision, 
hearing, or smell—developed at its anterior end, the 
sensory impressions to which are more important 
to the animal in its search for food and protection 
from enemies than those from the sensory skin 
fields ; consequently the posterior segments of the 
nervous system are dominated by those at the 
anterior end. The eel is about the best animal of 
this type we can take. In the architecture of its 
nervous system, as in the earthworm, we have a 
segmental arrangement both as regards muscles 
and skin, but the difference is manifest in the pre¬ 
sence of projection fibres, fibres starting in cells 
intimately related with the terminations of fibres 
from the visual apparatus. Their course is down¬ 
wards along the spinal cord and where they in¬ 
fluence the cells governing the muscles of the body. 

The third and most complex type is one in 
which, in addition to projection systems from each 
sense organ acting on the centres in the cord 
below, there is a special co-ordinating centre for 
all sense organs, where associations between 
different sensory impressions take place, namely 
the cerebral hemispheres. From this centre there 
is a projection system of the highest importance, 
the pyramidal tracts, which by their presence in the 
cord can influence any muscle which assists in 
the performance of a highly complex act. The 
afferent fibres from each sense organ end around 
lower sensory nuclei, from which, again, fibres 
convey impulses to the cerebral hemispheres or 
higher sensory nuclei. Since each of these sensory 
centres, lower and higher, sends down to the cord 
a projection system whose fibres influence the 


motor cells, it is easy to imagine the complexity of 
the control which results. 

Such, I believe, is the plan upon which the 
central nervous system of the highest animals is 
built; it serves to show that the spinal cord in the 
lowest animals is an organ which has more or less 
an independent function, but that as the animal is 
more highly organised, so the functions of the cord 
are usurped and dominated by higher centres. 

Having said this much by way of introduction, 
let us pass to consider the functions of the spinal 
cord in more detail. If any of you came here 
in the hope that you would learn something about 
the minute anatomy of the cord, I fear you will be 
disappointed. The histology of the cord has far 
less clinical interest than the physiology, and 
the subject involves the discussion of matters so 
far removed from practice that it would serve 
no useful purpose to refer to it except in so far 
as it assists one in elucidating function. 

For the purpose in hand, the functions of 
the spinal cord may be arranged under three 
headings—first, the spinal cord as an organ 
consisting of a series of units, each having 
relations with definite parts of the body, />., 
as a segmental organ; second, as an organ whose 
separate units are correlated with each other 
and as a whole : and third, as an organ which is 
acted on by higher centres. 

1. The spinal cord as an organ consisting of 
units .—The primitive vertebrate is made up of 
a number of segments, each segment being more 
or less alike. The portion of the nervous system 
which is contained in that segment governs the 
functions of the organs with which it is in con¬ 
nection. The eel, for instance, is obviously a 
segmented animal, and if one chops up its body 
into little pieces by transverse cuts the segments 
still go on wriggling, though they are separated 
from the brain. Though this primitive segmental 
arrangement has been masked in places by the 
special functions which have been developed 
to suit our environment, it is yet traceable to a 
considerable degree in the human spinal cord; 
namely that definite portions of the cord have 
definite relations with certain zones of the body. 
It must not be supposed, however, that if the 
spinal cord were chopped up into segments, they 
would still perform their functions well; far from 
it, in the higher animals each segment is very much 


Digitized by 


Google 



The Clinical Journal.] 


DR. A. G. GIBSON. 


[Sept. 28,1904. 377 


dependent 6 n impulses from many other parts, 
and hence we must only expect reflex functions 
to take place under such conditions in a modified 
way. There is one example, however, of how 
one part of the cord may keep its functions 
apart from other segments. During the breeding 
season, the male frog grasps the female under 
the fore limbs. The reflex by which this takes 
place is a segmental one, and is so strong that if 
only those parts of the cord are left which give 
origin to the brachial nerves the clasp is still as 
strong as ever. 

In the human spinal cord we find evidence of 
the segmental plan in the muscles, skin reflexes, 
and visceral functions. Let me briefly point out 
some of the main features of this arrangement. 

First in regard to the muscles let us consider 
the cross section of the segment of a human 
embryo with the different portions of the primitive 
muscle segment differentiated into dorsal, ventral, 
and limb segments. The whole of this level of 
muscle is supplied by the corresponding segment 
of the spinal cord. In the limb both ventral 
and dorsal portions of the muscle segment receive 
their nerve supply from the same portion of spinal 
cord. This, at first sight, may appear strange, 
for by stimulation of that part of the cord we 
•should expect both parts to contract and produce 
rigid extension of the limb. But in reality, though 
there is an innervation of both muscles when that 
portion of the cord acts, yet if to the flexors an 
impulse is sent causing them to contract, the 
impulse to the extensors is an inhibitory one 
causing them to relax. Thus Risien Russell found 
it possible that by stimulation of each individual 
rootlet of the eighth cervical nerve he could get a 
definite movement corresponding to each root, 
whereas if he stimulated the whole root the upper 
limb was drawn parallel to the long axis of the 
trunk in a position of rigid extension. To show 
you how important this correlation between flexors 
and extensors is let me remind you of Sherring¬ 
ton’s work : he found that if one isolated the 
hamstring muscles in the monkey from the body, 
leaving only the nerve in connection, on stretching 
these muscles, the quadriceps extensor muscle 
became relaxed. He has shown that the same 
applies to the eye muscles and to* several other 
groups ; and we are justified, I think, in taking it 
as expressing a general law in the'body that an 


1 


! 


innervation of a flexor muscle means also an inner¬ 
vation of an extensor. 

But the segmental arrangement of muscles is 
very modified in terrestrial animals, especially in 
the limbs. The muscles that we have to be so 
familiar with in the dissecting-room present an 
obvious segmental arrangement only in the inter¬ 
costal region where the ribs separate each muscle 
segment. In the limbs it is different, because 
muscles have been developed in order to subserve 
function. Some muscular fibres belonging to the 
embryonic segmented animals have been preserved 
and multiplied because the animal required them ; 
others again have been done away with, and are now 
represented possibly by tendinous bands or may 
have disappeared. 

It has been found possible to estimate what 
muscle fibres correspond to different segments. In 
a cross section of the humerus, if the dorsal and 
ventral aspects, taking the morphological meaning 
of the terms, are considered, you will see that the 
different cervical nerves which innervate the upper 
arm muscles supply chiefly the fibres arising from 
special areas. It now becomes clear why different 
muscles receive their innervation from several 
spinal roots, each muscle which receives its inner¬ 
vation from several roots representing a physio¬ 
logical entity but a morphological complex. From 
this follows a most important clinical point: that 
it is impossible to paralyse a limb muscle by an 
injury to one spinal root, the effect being a 
weakening of all those muscles supplied by that) 
segment. 

Considering now the sensory functions of the 
cord, the segmental idea is again manifest. On 
the arm, for instance, there are areas corresponding 
to the radial, ulnar, median, etc. These areas are 
fairly sharply defined, e ., the amount of sensory 
overlapping is not great. The skin areas corre¬ 
sponding to the spinal roots have been made 
familiar to us by the work of many physiologists, 
foremost among whom is Prof. Sherrington, a name 
all St. Thomas’s men ought to honour. By cutting 
the spinal roots immediately above and below 
the one he wished to examine and determining the 
area of sensation remaining he succeeded in mapping 
out areas from the various spinal roots which the 
results of clinicians working on lesions of roots in 
man have, in the main, amply confirmed. The 
areas supplied by spinal roots encircle the body 
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like a series of rings at right angles to the long axis. 
This arrangement is most marked in the thoracic j 
region; it is not so obvious in the limbs, but even | 
here it can be made out that the segmental arrange¬ 
ment is maintained. The peculiarity of these 
areas is that they extend forwards and backwards 
into the adjacent segments, so that each point of 
skin is supplied by two or even three dorsal roots. 
The areas shown in Thorburn’s figures correspond 
very closely with the areas Head has mapped out 
from an examination of the distribution of herpes 
zoster—a disease we now know to be due to lesions 
of the posterior root ganglia. Moreover they are in 
accord with Head's areas of referred pain in visceral 
disease. In that the viscera are supplied on a 
segmental plan, strong afferent impulses from a i 
diseased organ are referred to the skin areas of the I 
segments which innervate it. In consequence of I 
the fact that Head's areas of referred pain do not ' 
overlap while Sherrington’s cutaneous areas do, 
Head believes that his areas correspond to the dis¬ 
tribution of nerves from spinal segments, while 
Sherrington's, Thorbum's, etc., correspond to the 
distribution of spinal roots. Sherrington, for 
instance, used pain and touch sensations indis- I 
criminately to mark out his areas, while Head 
states that in a case of division of a single root in 
man, there was no obvious interference with either 
touch, pain, cold, or warmth sensations. But I 
think further experiment will show that in both 
there is a root distribution, for Sherrington has 
found that in the monkey single root lesions cause 
much greater disturbance of pain and temperature 
senses than of tactile; i.e., while there is consider¬ 
able overlapping of tactile areas, there is little or 
none of pain and temperature areas; and further, 
in some parts, e.g, the hands and feet, the over¬ 
lapping of pain and temperature areas is obvious, 
while in others it is not. One would like, however, 
to see many more careful observations of cases in 
man, for it is probable that individuals differ in the 
amount of overlapping of skin areas. 

The sensory representation in segments of the 
spinal cord itself is so complicated a problem that 
it would serve no useful purpose for me to discuss 
it. It is complicated because the spinal cord is a 
conducting as well as a receiving organ, and lesions , 
of the cord are seldom found which affect the grey 
matter in a suitable way while leaving the white 
matter intact. You will find most of what can , 


be said shortly on the matter in a paper of Dr. 
Dudgeon’s, in the Hospital Reports. 

I do not propose to discuss the reflex and visceral 
functions of the spinal cord from a segmental point 
of view. Let me remind you, however, that it is 
because the reflexes, superficial and deep, have a 
segmental arrangement, i.e., depend for their 
integrity upon limited portions of the cord, that 
their presence indicates that the cord is normal at 
that point. 

2. The spinal cord as an organ whose separate 
parts are correlated ivith each other .—If a section be 
made across the medulla of a frog just behind the 
optic lobes, leaving intact the spinal cord and the 
greater part of the medulla, the animal squats in a 
position very much akin to that which the normal 
animal assumed with the difference that the mutilated 
animal remains still when you touch it, and violently 
resists any attempt at shifting either its limbs or its 
whole body. By alternately flexing and extending 
the limbs, it is easy to satisfy oneself that the tonus 
of the muscles is increased; the reflexes, too, are 
brisk. 

I must here digress and explain what I mean by 
tonus, the conditions upon which it depends and 
its relation to reflex action. 

The knee-jerk is caused by a direct stimulation of 
the quadriceps extensor muscle, as a result of a 
sudden increase in tension. In order to get it, there 
must be a certain initial tension or tonus in the 
muscle, kept up by impulses travelling from the 
anterior cornual cells of the third and fourth lumbar 
segments; these latter are only well marked when 
sensory impulses from the same muscles can reach 
the cord; in other w r ords, the reflex arc must be in 
good order. Most muscles have a like relation to 
the spinal cord, and when their tonus is good we 
get the various jerks which are used in clinical 
diagnosis. The knee-jerks, apart from conditions 
affecting the reflex arc of the quadriceps, can be 
inhibited in- other ways; for instance, tonus is 
diminished when the hamstring muscles are being 
stretched, hence it is impossible to get a knee-jerk 
with a straight leg; again, it is normally inhibited 
by a constant stream of impulses from the cerebral 
hemispheres, hence the reason for the diversion of 
that stream into the arms in the method for obtain¬ 
ing the reinforced jerk. 

If then the knee-jerks are brisk, we know that 
the reflex arc is acting well. . Now there are three 
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types of tonus which are recognised clinically. 
First there is the exaggerated knee-jerk showing a 
moderately good flow of impulses to the muscles 
concerned ; next there is clonus, in which the out¬ 
flow is stronger ; and thirdly there is actual spasm, 
which one detects on observing and feeling the 
limbs, and for the demonstration of which neither 
knee-jerks nor clonus is necessary. 

Probably all the muscles of the body are in a 
state of slight tonus from nervous impulses even 
during rest. The difference between a toneless 
and a normal limb is well seen in the unconscious 
stage which follows the onset of hemiplegia from 
haemorrhage : the hemiplegic limb will be heavy 
and will drop to the couch like the limb of a 
cadaver : the normal limb, still retaining some 
tonus, will not feel so heavy or fall with that 
promptitude. The importance of this tonus ema¬ 
nating from unconscious reflex action in the cord 
is obvious. It is one of the chief means of pre¬ 
venting delay in muscular action, for when present 
the muscles do not require to pull in any “ slack ” 
before their action is manifest in moving the limb. 
Further, it has become a necessity in all warm¬ 
blooded animals in order to supply the necessary 
amount of heat to the body. The muscles, as you 
know, are the organs in which by far the largest 
amount of heat is produced, and therefore when 
they are put out of action the heat-regulating 
mechanism is upset. An animal with both its 
sciatic nerves cut produces less heat than a normal 
animal; the noon-day siesta of hot countries is 
only a hygienic measure for diminishing heat pro¬ 
duction, for the tonus of muscles is diminished 
during sleep; and the “ slackness ” that everyone 
feels in hot weather is an accurate description of 
the condition of one's muscles as regards neural 
tonus. Let me remind you in this connection of 
a clinical fact. A limb paralysed from an attack 
of acute anterior poliomyelitis is described as 
“ blue and cold ”—the outward evidence of dimin¬ 
ished tonus of the skin vessels and diminished 
heat-production in the muscles. 

To return to our spinal frog ; I said that the 
reflexes were increased. This can be demonstrated 
by the ease with which a small stimulus will pro¬ 
duce an effect; but a much better example lies in 
the experiment of putting the animal in a bowl of 
water; the cold stimulus to the skin so increases 
the action of the muscles that the frog swims until 


it is fatigued. It is needless to say that a normal 
frog, when it finds it cannot get out of the water, 
will allow itself to sink to the bottom of the vessel 
by getting rid of its air, then, after remaining quiet 
for some time, will renew its attempt. 

Two other time-honoured experiments may be 
mentioned in speaking of the frog. One is the 
ability of the animal to balance itself on a board 
which is tilted to various angles. It brings out the 
important fact that the function of equilibration 
which in man is probably controlled by the cere¬ 
bellum is performed by the spinal cord, and it 
illustrates the general principle that spinal func¬ 
tions are the more important the lower the animal 
is in the scale. The other experiment is that of 
putting a piece of blotting-paper soaked in acetic 
acid on, say the right flank. The frog will flick it 
off with the right hind limb; if that be cut off 
it will use the right fore-limb; if that also be cut 
off it will use the left hind limb ; if the left fore¬ 
limb only remain it will use that; or if there are 
no limbs, it • will wriggle it off and go into a 
kind of convulsion. This experiment illustrates 
the important spinal function of “ spread ” from 
any stimulus which either is very strong or lasts for 
some time. Most of us experience every day of 
our lives a very good example of it, namely in the 
shivering which normally takes place after the act 
of micturition, which a prurient quack literature is 
apt to make such capital out of. It is no doubt 
an attempt on the part of the body to make the act 
as perfect as possible and allow no retention in the 
bladder. 

The frog is an animal, therefore, in which many 
important functions are performed by the spinal 
cord alone. How does it compare with the spinal 
cord in higher animals? 

- In the spinal puppy, it has been observed that 
the act of sucking takes place normally, and it 
kicks out its legs while doing it just as normal 
puppies do. The anencephalic foetus, too, has 
not lost, in the absence of the higher parts of the 
brain, the power of sucking. 

The dog whose spinal cord has been transected 
just below the phrenic nuclei shows paralysis 
behind the lesion, tonus and increased knee-jerks ; 
rubbing of the skin produces scratching movements 
of the hind limbs ; stimulation of the foreskin pro¬ 
duces erection and micturition; stimulation of the 
anus causes defaecation. The visceral reflexes of 


Digitized by 


Google 




380 The Clinical Journal.] 


DR. A. G. GIBSON. 


micturition and defaecation after a time take place ] 
normally, but during the first few days after the 
operation slight retention of urine is probably the 
rule. The picture in the monkey is very little 
different from that in the dog; bladder and rectal 
reflexes are resumed not long after the operation, 
the limb reflexes are brisk, and after an interval of 
about nine months the increased tonus shows itself 
in permanent flexion at the hips and knees. 

In man, however, we have a somewhat different 
effect after a total transverse lesion as a result 
of a fractured spine, caries, tumours or trans¬ 
verse myelitis. Undoubtedly the most usual 
symptoms are absent knee-jerks, a flaccid paralysis, 
complete anaesthesia below lesion, and retention of 
urine. In regard to the rectal reflex I have not 
been able to find any accurate research on the 
subject or any good record of clinical findings in 
the Hospital reports. As Mr. Corner in his paper 
in the ‘Annals of Surgery'rightly points out—a paper 
which is a sound and honest attempt to put the 
pathology of the sphincters on a scientific basis— 
the term “ incontinence ” in clinical language may 
mean either a reflex though unconscious emptying 
of the organ or a constant dribbling away ; and the 
latter may be the result either of a paralysed sphinc¬ 
ter with no retention or of pressure from behind 
actihg on a tight sphincter, e, g. y retention with 
overflow. 

There has been an enormous amount of discus¬ 
sion on the absence of knee-jerks in a man as a 
result of a total transverse lesion, and several hypo¬ 
theses have been put forward to explain the 
occurrence. Thus it is said that there are impulses 
descending by a special path from the medulla, 
keeping up the tonus of the anterior cornual cells, 
which impulses are interfered with on total trans- j 
verse section. Hughlings Jackson, on the other ! 
hand, considers that the normal tonus is kept up by 
a constant stream of impulses from both cerebrum 
and cerebellum, which two streams normally antago¬ 
nise one another. If the cerebellum is removed 
the increased knee-jerks are due to unopposed 
cerebral action, while if the cerebrum is removed 
the same result happens from unopposed cere¬ 
bellar action; while if both are taken away the 
knee-jerks are absent. I believe the truth concern¬ 
ing this, the so-called Bastian’s phenomenon, does 
not lie in either of these explanations, but in the 
fact that the spinal cord acts more or less as a 
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whole, that impulses streaming in at one part, 
unless abnormally strong, will increase the reflexes 
at another part. Let me give you an analogous 
case. If we use a faradic current to stimulate the 
thumb area on the cerebral cortex, using the current 
so weak that it is just unable to excite a movement 
in the thumb, it can be produced by lightly touch¬ 
ing the skin of the hand. In this case the afferent 
impulse to the cortex has increased its excitability. 
So, I believe, in the spinal cord, the knee-jerks 
depend to sonie extent on impulses from other 
parts keeping up the excitability of the reflex arc, 
and if these are cut off, the jerk disappears or is 
greatly diminished. I might quote a few of the 
facts on which such an explanation rests :— 

i. Other instances of reflex action are not lost. 
The retention of urine which occurs is probably 
due to an increased neural tonus of the sphincter. 
Collier reports three cases of total transverse lesion 
in which the plantar reflexes were intact, and the 
same was the case in a recently reported case of 
Purves Stewart's. 

ii. In total transverse section across the rabbit's 
spinal cord, the deep reflexes disappear for a few 
minutes only. In the dog they disappear for a 
somewhat longer time, while in the monkey they 
disappear for several days. It is not to be sup¬ 
posed, I think, that these effects are due to shock, 
even allowing for differences in the animal. It 
would seem much more natural to suppose that 
the spinal cord in the lower types is an organ 
which has more solidarity than in the higher types, 
and that the excitability of the centres upon which 
the knee-jerks depend is more easily regained by 
impulses travelling to them from other neighbouring 
centres. This does not rest merely on theoretical 
considerations, for supposing the knee-jerk has 
disappeared as it normally does just after an 
epileptic fit, it can usually be brought back again 
by stimulating some part of the skin of the body. 
The same is true of the absent knee-jerk under 
deep sleep. Moreover, Bowditch and Warren 
found that the knee-jerk could be reinforced by 
stimulating the mucous surfaces, by the application 
of sudden cold to the conjunctiva and skin of the 
neck and by many other sensory stimuli. 

iii. The consideration of exceptional cases rather 
tends to support this view. Purves Stewart reports 
a case where a bridge of spinal matter of only 1 mm. 
across remained. There was complete absence 
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of the knee-jerks till the fourteenth day, when they 
were very faint: on the forty-seventh day they were 
normal. Another case has recently been reported 
by Lannois where a complete lesion below the 
cervical swelling caused flaccid paralysis, complete 
anaesthesia, hypertonia of sphincters, and increased 
knee-jerks. 

iv. Consider, further, the following experi¬ 
ments : Reflex time in the frog and salamander 
is longer if the cord is transected posteriorly than 
anteriorly; and the reflexes in the spinal frog are 
brisker than if the section be made posteriorly to 
the brachial plexus. 

v. Finally, in a recent paper in the 4 Review of 
Neurology and Psychiatry,’ which I have not yet 
been able to consult, a writer shows that if the 
total transverse lesions come on gradually there is 
no loss of knee-jerks. 

In cases where the lesion does not involve the 
whole thickness of the cord the symptoms are 
hardly at all different from what is seen in animals. 
There is paralysis below of motion and sensation, 
increased reflexes and hypertonia of the sphincters. 
In animals, however, the sphincters take on reflex 
functions after a short period, but I have never 
heard or read of a case in man where after con¬ 
siderable damage to his spinal cord there was not 
always the danger of retention cystitis unless the 
catheter was used daily. The reason for this is 
obvious when one thinks that inhibition of the 
sphincter normally occurs from two sources, first 
by sensory impulses from a full bladder, and second 
by inhibitory impulses from the cortex : in man the 
latter process is by far the most important in the 
initiation of the act, while in lower animals and 
young infants it occurs as a result of a peripheral 
stimulus alone. If, then, the cortical inhibitory 
stimuli are removed, micturition as a reflex act 
does not take place. 

To turn, now, to the interaction which takes 
place between neighbouring segments of the cord. 

A function which is primarily governed by a 
certain segment may in most cases be altered in 
two ways by stimuli coming from other segments; 
it may be depressed or stimulated, or as they are 
expressed technically, inhibited or facilitated. The 
knee-jerk, for instance, can be reinforced by 
stimulating the skin, but is inhibited if the 
cutaneous nerves are faradised. Again, conditions 
which tend to stimulate the sensory endings in 


the hamstring inhibit the jerk, hence in testing 
them the hamstrings are always relaxed by bending 
the knee. 

Micturition is an act which seems to be easily 
affected by inhibitory impulses. Thus when in 
progress it is stopped by a strong stimulation of 
j the skin, as for instance a pinch ; and again every- 
I body must have noticed that micturition is impos- 
i sible during the act of defecation, even though the 
pressure in the bladder is considerable, but that it 
takes place quite normally immediately after the 
! rectum is emptied. 

The fact that it is possible to get a cross knee- 
jerk and a crossed plantar reflex by stimulating the 
opposite side may be given as an instance of how 
the two sides of the cord are correlated with each 
other. 

But it is in relation with progression that we find 
! the most beautiful co-ordination of mechanisms. 

This cannot be better studied in the lower 
animals than in the condition of decerebrate 
rigidity of which I shall have more to say later on. 
It is a condition of extensor spasm which comes 
on in the dog, cat or monkey after a section across 
the mid-brain. In this condition if the right fore 
; paw be stimulated it is extended forwards and the left 
fore limb is drawn backwards, while of the hind limbs 
I the right is extended and the left is flexed. The 
same attitude is assumed if the left hind paw is 
! stimulated. Thus two limbs at opposite ends of one 
diagonal are drawn forwards, while those at the ends 
of the other diagonal are drawn backwards. Stimu¬ 
lation of the left fore paw or right hind paw now 
gives a corresponding opposite effect, diagonally 
placed limbs moving in the same direction. If, 
then, one stimulate alternately the right fore and 
I left hind paws then the left fore and right hind paws, 
a series of movements would result which, though 
j much slower in time, correspond exactly with the 
I movements which take place in walking. 

There is probably an identical mechanism in 
ourselves. In walking, especially if it is at all 
vigorous, we swing our arms forward alternately, 
the left arm with the right leg and vice vers A, just 
as happens in the dog. That the movement of 
the arm is not a mere question of gravity and 
the motion of the body acting on an inert limb 
is seen if one compares the motion of the arm in a 
patient with a well-marked hemiplegia, where the 
arm flaps about in an aimless fashion and rather 
hinders than speeds progression, 
i (To be concluded .) 
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WITH DR. NORMAN MEACHEN 

IN THE SKIN DEPARTMENT OF THE 
TOTTENHAM HOSPITAL. 

Gentlemen, —This man has suffered for two years, 
on and off, from a very troublesome affection of j 
the palms. He is a labourer, married, and forty- 
one years of age. Both palms, the left more than 
the right, present a scaly, cracked, papular con¬ 
dition, the contour of the lesions being markedly 
serpiginous. He is not left-handed, nor does he 
complain of any subjective symptoms beyond a I 
slight burning sensation occasionally. The exact 
situation of the patches is of some importance, as 
they show a distinct preference for the volar and 
thenar eminences, the central portion of the palm 
being almost wholly spared. The manner in which 
the affection spreads, namely, by coalescence of 
individual papules, is well seen on the right hand, 
where the lesions are evidently more recent. 
There is an entire absence of anything like active 
inflammation, and there is no exudation of mois¬ 
ture. He states that he has had it cured once, 
but that during the last two months it has quickly 
returned. In its present condition the older 
dermatologists would certainly have called it 
“ Psoriasis palmarum,” but though the lesions re¬ 
semble somewhat those of ordinary psoriasis, the 
phrase cannot be considered as a suitable one. 
The term “Psoriasis syphilitica” describes it well, 
clinically, but here, again, it is inadvisable to mix 
up the names of two separate diseases in one 
appellation. Such a condition as this man shows 
is not at all an uncommon manifestation of the 
later or tertiary stages of syphilis. Suspecting 
this, therefore, we at once begin to look around 
for confirmatory evidence elsewhere before putting 
any questions to the patient. His tongue is slightly 
fissured at the margins and upon the dorsum 
linguae there is some leukoplakia. On the front 
of the left leg there is a small, infiltrated patch 
with a serpiginous outline, and surrounded by old 
scar-tissue. We have seen enough. On interro¬ 
gating the patient we learn that he contracted the 
primary disease nine years ago, which was followed 
in due course by typical secondary symptoms. 

The diagnosis of syphilis as it affects the palms 
is often a matter of great difficulty. Two points 
will be of much assistance, namely, its relapsing 


character and the absence of subjective symptoms. 
From chronic eczema of the palms, with which it 
is, perhaps, most often confused, it can be distin¬ 
guished by its serpiginous yet sharply defined out¬ 
line, the feeling conveyed to the examining finger 
of something let into the skin, the distribution, 
and the absence of moisture. In true eczema, 
moreover, it would be rare not to have the fingers 
involved at the same time. Sometimes only one 
palm is affected, in which case considerable care is 
needed in making a diagnosis. In ordinary pso¬ 
riasis it would be most unusual to find the lesions 
confined to the palms, and supposing no evidences 
or history of syphilis are obtainable, a careful 
examination of the trunk, limbs, and scalp must 
be made in order to detect, if possible, the pre¬ 
sence of other scaly patches. The diagnosis from 
ringworm can, in a doubtful case, be speedily 
cleared up by the use of the microscope. Some 
of the more chronic, infiltrated lesions might suggest 
lupus, but the absence of “apple-jelly nodules 
when examined with the diascope, the length of 
history, and especially their relapsing tendency 
would serve to put this out of court. Vigorous 
anti-syphilitic treatment must be adopted, and 
should be persisted in even for some time after 
the patches have resolved, for their liability to 
recur should ever be borne in mind. Local appli¬ 
cations must not be neglected, and for this purpose 
the ung. hydrarg. ammon. is one of the best to use. 

Here is a little girl with true psoriasis. She is only 
four years old, and is, therefore, distinctly young 
for the disease. There is one point which is very 
striking about her, and that is the markedly atypical 
distribution of the lesions which are scattered quite 
indifferently, though sparsely, upon both the flexor 
and extensor aspect of the limbs. The importance 
of remembering that psoriasis does not invariably 
and exclusively affect the backs of the elbows and 
the fronts of the knees, cannot be too strongly 
emphasised. In children, especially, is the depar¬ 
ture from the “ text-book type ” common, though 
it must be admitted that the diagnosis of such an 
eruption as this little girl presents is not without its 
difficulties. The child is in good health, though 
we learn from her mother that both grandparents 
suffered severely from “ rheumatism.” The scalp 
is badly affected with numerous scaly patches. On 
I the trunk and limbs the individual spots are quite 
! small and covered with silvery scales. “ Psoriasis 
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guttata ” is, therefore, an appropriate name for this j 
condition. The one hopeful feature about infantile 
psoriasis, as opposed to most varieties of eczema 
at this age, is its ready response to treatment. A 
weak tar lotion and ointment for the trunk and j 
limbs, and a mild mercurial ointment for the scalp 
•is usually all that is required. Internal medicine 
is not always necessary, though irregularities of the 
bowels and any error in the diet must, of course, 
be set right. 

This woman has been sent on to me from the 
medical out-patient department by Dr. Whiting, 
who, I understand, has been treating her for 
epilepsy of long duration. She is thirty-five years 
of age, married, and is the mother of two children, 
the eldest of which also had fits. As she sits in 
the chair there are three noticeable points about her 
which strike one at the first glance. The first of 
these is the asymmetry of her features, the whole 
nose, together with its septum, being greatly 
deflected towards the left. The second is that 
there is a condition of chronic, local hyperidrosis, 
limited to the extremity of the nose, naso-labial 
junction, and the central portion of the upper lip. 
This, she states, has always been as long as she 
can remember. As she cannot bear a strong light 
she wears dark-tinted glasses, but on removal of 
these nothing apparently abnormal can be noticed 
about the eyes, in spite of the fact that she informs 
us that many years ago she suffered from “ iritis.” 
The third point, and this is evidently why she has 
been sent on to me, is the presence of a curious band 
or streak-shaped form of baldness visible in the 
frontal region of the scalp. On closer examination 
we see that this is in reality a sclerodermic area 
extending in a longitudinal direction from a point 
about two inches within the hair margin, three- 
quarters of an inch in width, and running down to 
the left of the middle line vertically across the fore¬ 
head, where it ends somewhat abruptly over the 
inner extremity of the left eyebrow. This strip of 
skin has quite a different feel from the integument 
on either side of it, being smooth and bound down 
to the deeper structures. Pressure upon the lower 
end of the band causes pain. Upon the upper 
portion of this scar-like area may be seen a few 
club-shaped hairs exactly resembling those seen in 
alopecia areata, which have been likened to “ points 
of exclamation.” One of these stumps placed under 
the microscope simply shows a blunted, free 


extremity, indistinguishable from that seen in a 
typical alopecic hair. The tint of the affected skin 
is slightly pinkish or yellowish-pink. There are no 
other areas of baldness upon her scalp, though her 
hair is somewhat coarse in texture. 

The hide-bound condition of the affected skin, 
the alteration of tint, and the associated neuro¬ 
trophic disorders are the main points upon which 
we base our diagnosis. The alteration in the 
activity of the sweat-glands over a limited area, 
the presence of true alopecia areata in direct con¬ 
nection with the scleroderma in an epileptic afford 
pretty strong evidence in favour of a nervous 
origin of the affection in the present case. Facial 
hemiatrophy or asymmetry has several times been 
observed in association with the more circum¬ 
scribed forms of scleroderma, while in other cases 
it has been accompanied by some derangement 
of the vascular or vaso-motor systems. The treat¬ 
ment is not very satisfactory. I propose in her 
case to commence with friction with a mild sali¬ 
cylic acid ointment, and at the same time to apply a 
stimulating paint or lotion to the alopecic area. 
The effect of X-rays is sometimes beneficial in 
causing an absorption and a softening of the 
sclerodermic skin. 

This boy is seven years old. His mother says 
that three days ago she noticed that the skin of 
his left side was “ blotchy ” when she bathed him, 
and on the following day a sore place appeared 
over the shoulder-blade. He has now a typical 
eruption of herpes zoster involving the area of dis- 
| tribution of the left third and fourth intercostal 
nerves. It is mainly in the vesicular stage, but a 
little below the spine of the scapula there is a 
sore, abraded surface, where the vesicles have 
ruptured from friction against the clothing. The 
boy does not look well, and we learn that he has 
been feverish, and that he has had vomiting and 
diarrhoea. There does not appear to have been 
any error in the diet. The temperature is 
ioo*8° F., and the pulse-rate is 112. The analogy 
between ordinary “shingles” and an attack of one 
of the acute specific fevers is, I think, often 
striking. There is almost always some rise of 
temperature coincident with the cutaneous out¬ 
burst, the individual feels distinctly “out of sorts,” 
or may be actually ill with some gastro-intestinal 
disturbance, as in the case of this boy. The eruption 
goes through a definite series of changes, appear- 
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ing suddenly or in crops, and then gradually mild form, the main symptoms of which are an 


declining. We know, however, that the complaint j 
is associated with changes in the posterior root- j 
ganglia, generally of a haemorrhagic character. 
Although there is as yet no evidence of contagion, 
it is by no means improbable that a micro-organism 
may be the original cause of the malady. The 
application of a soft piece of lint, thickly dusted 
with a powder composed of boric acid, starch, and 
zinc oxide, is a sufficiently antiseptic protection. 

A simple ointment can, of course, be used, but is 
on the whole less comfortable than a non-greasy 
dressing. Herpes zoster seems also to confer a 
sort of immunity, for while herpes simplex involv¬ 
ing other parts of the body is often recurrent, it 
is rare for the same individual to be attacked twice 
with zona, at any rate on the same side. It is a 
fortunate thing that young children seldom suffer 
the excruciating pain which adults frequently ex¬ 
perience both before the rash has appeared and 
also while it is defervescing. The galvanic cur¬ 
rent is sometimes the only thing which gives any 
relief, though as a rule it is favourably influenced 
by ordinary sedatives. Another point about 
shingles upon which much stress is not laid in 

I the text-books is its frequent occurrence in scrofu¬ 
lous subjects or in those who present a well-marked 
tuberculous tendency. I always inquire carefully 
into the family history of cases of herpes zoster, 
and the frequency with which it is more or less 
directly associated with phthisis is surprising, and 
would seem to be more than merely accidental. 
Both this boy's grandparents died of phthisis. 

Here is an infant, aet. 2 years, whose mother 
states that three months ago she noticed a “ rough¬ 
ness under the skin.” The child has now one of 
those irritable, papular eruptions which are very 
common in infancy. The papules are small, some 
of them have evidently been scratched, as their 
surmounting blood-crust tells us, and they are 
grouped irregularly upon the buttocks, lumbar 
region, and limbs. There are no enlarged glands 
in the groin. The general nutrition does not 
appear to have suffered, and we learn that the child 
is fed on cow's milk, gravy, and bread. No bur¬ 
rows can be seen upon the wrists, and there is no 
other member of the family affected in a similar j 
way. We can, therefore, exclude scabies. On | 
drawing the finger-nail lightly across the back we j 
fail to see any wheal or red line appearing after¬ 
wards, and the mother is quite definite about the £ 
origin of the lesions, i. e. they do not begin as a | 
blister or like a sting. Urticaria can, therefore, 
f also be excluded. The lesions are not moist, nor 
are there any erythematous patches in the folds of 
the joints, such as we should expect to find were it 
a case of infantile eczema. We consequently con¬ 
clude that this infant is suffering from prurigo of a 


eruption of small papules and considerable irrita¬ 
tion. It occurs in rather older children than 
urticaria, and is, therefore, less likely to be aggra¬ 
vated or produced by disturbances of dentition. 

This case corresponds to the condition described 
by Willan as “ Prurigo mitis,” as distinct from the 
more severe form seen in older children and 
accompanied by glandular enlargement, known as Y 
the “ Prurigo of Hebra.” This latter is a rare j 
complaint. The treatment of the mild variety / 
consists in bathing with an anti-pruritic lotion, 
such as the liquor carbonis detergens, creolin, or 
carbolic acid in weak solutions, the avoidance of r 
irritation from clothing, and the administration / 
of cod-liver oil or malt. Any disorder of the J 
alimentary canal must also be rectified. 

The next child forms an instructive contrast 
case. She is not quite two years old, and her 
mother informs us that six weeks ago small spots } 
appeared on the body “ like water-blisters,” which J 
later became like a “ stinging-nettle sting.” The 
irritation has been considerable. Here we see 
urticarial lesions in all stages of development, from 
the minute initial papular wheal surrounded with an * 
erythematous halo to the larger papule capped by 
a blood-crust. There are also numerous flattened, I 
somewhat shiny lesions. This is quite a typical l 
picture of what is now spoken of as “Urticaria 
papulosa,” but which was formerly called “ Lichen 
urticatus ” by Bateman. In some cases the urti¬ 
carial element predominates, while in others the 
lichenoid papules are more conspicuous. The 
distribution of the eruption is pretty general, but it 
is always better marked on the posierior surface of 
the trunk and lower limbs. It is generally believed 
that Lichen urticatus forms a sort of connecting 
link between ordinary urticaria, such as is seen in 
adults, and prurigo, which is essentially a papular 
disease. As we approach more nearly to the 
urticarias we find that there is a greater tendency 
for the gastro-intestinal tract to be out of order, [ 
and some impairment of the vaso-motor system is I 
also likely to be present. The absorption of some 
toxin from the alimentary canal is held by many to 
be responsible for the majority of simple erythe¬ 
matous and urticarial rashes. Whether this be the 
chief predisposing factor or not the fact remains 
that the cases do much better after the administra¬ 
tion of a saline purgative, the dietetic regimen 
receiving careful attention at the same time. In 
young children we cannot do better than give 
small, oft-repeated doses of grey powder, two or 
three grains of the bicarbonate of soda being added 
with advantage. A weak carbolic or tar lotion is 
indicated to relieve the irritation. In cases where 
loss of vaso-motor control is marked I have found 
small doses of supra-renal extract of real service, 
one-third or a half of a tabloid being crushed up 
and given in a little milk. 
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A CLINICAL LECTURE 

ON 

INJURIES TO THE SPINAL COLUMN 
AND SPINAL CORD.* 

By A. H. TUBBY, M.S., 

Surgeon to the Westminster Hospital. 


Gentlemen, —To-day I propose to talk about 
some injuries to the spinal column and cord, and 
as a preliminary I allude to certain points in the 
anatomy of these important parts. The spinal 
column is supported and braced by a very large 
number of muscles ; and the peculiar point about 
them is that they have very numerous attach¬ 
ments and therefore very many tendons ; so that 
any strain of these muscles may result in tearing 
away or rupture of some tendons and so give rise 
to a good deal of ,pain—pain which is due to 
two causes, either to rupture or to pressure of 
effusion upon nerves. Each individual vertebra 
is composed, as you know, of a body and of 
several processes. The body, which is the most 
solid portion, is placed in front, and the arches 
are posteriorly, where they are more subject to 
direct injury. Inside the bony canal there hangs 
the spinal cord, and it is suspended very care¬ 
fully and is also surrounded by fluid. Between 
the coverings of the spinal cord and the bone there 
is a large plexus of veins which are thin walled 
and therefore liable to rupture. The dura mater 
is thick and strong, but not sufficiently so as to 
prevent it from being perforated by small frag¬ 
ments of bone, nor being ruptured by very great 
violence. Inside these membranes you have the 
extremely delicate spinal cord. The distribution 
of the blood-vessels to the spinal cord is unique. 
In front is the anterior spinal artery, which is 

'* Delivered at the Medical Graduates’ College and 
Polyclinic. 
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double for a short distance above and single below. 

It derives its blood supply mainly from the anterior 
spinal branches of the vertebral artery, although it 
is sometimes reinforced below by other branches. 
And running in along the posterior roots there are 
a large number of small arteries, which reinforce I 
the posterior spinal branches of the vertebral and | 
are derived from the intercostal and the lumbar ; 
arteries. So you see the anterior spinal artery is 
mainly one long continuous artery reinforced but ! 
little, and the posterior spinal artery is double and j 
constantly receives reinforcements. The veins do | 
not follow the arteries; they form plexuses on the 
surface of the cord. With regard to the spinal 
cord itself, the central part is the grey matter; the 
external part is the white matter. The grey 
matter, as we know, has an anterior and a posterior j 
cornu and a central canal. The motor, trophic, 
vaso-motor, and to a considerable extent, reflex 
functions are situated in the anterior cornu and 
neighbouring part of the grey matter. The 
posterior cornu has certain conducting functions, 
and there are in it tracts of which we do not know ; 
the precise function. The white matter is broken 
up into various tracts. Immediately on either side 1 
of the anterior fissure of the cord there are 
situated the direct pyramidal tracts, which are 
motor in function, and are descending or down¬ 
ward tracts. Outside them there are the anterior 1 
root zones, the function of which is not precisely 
known. And then behind the anterior cornua we 
come to the lateral tracts, which are composed 
firstly of Gowers* antero-lateral ascending tract, the 
function of which is mostly ascending, and the 
direct cerebellar tract, which is ascending also. 
The crossed pyramidal tract is descending, and 
then you come to the posterior column divided 
into two, the posterior internal and posterior 
columns, both ascending in function. For¬ 
tunately, this very delicate arrangement of nerve 
fibres and cells is, as I said before, suspended in 
the middle of the bony canal, yet under some 
circumstances that bony canal is likely to be 
rudely interrupted, with consequent disorganisa¬ 
tion of many of these delicate nerve fibres. And 
the blow may be such as to cause haemorrhage into 
the grey matter with interruption of the functions 
of the part. The coarse lesions of the back about 
which I wish to speak to-day are concussions, 
sprains, fractures and dislocations. 


Contusions of the Spinal Column. 

Firstly with regard to contusions of the spinal 
column, I think it is important to convey this 
lesson: that contusions of the spinal column are, 
in the majority of instances, of no more importance 
than contusions elsewhere ; there follow the usual 
breaking up of a certain amount of muscular 
tissue, haemorrhage into the inter-muscular planes, 
and laceration of connective-tissue fibres and 
tendons. I say “in the majority of cases” ad¬ 
visedly, because in the minority of cases it 
sometimes happens that a contusion of the spine 
is so severe that the shock is conveyed to the 
spinal cord, and then spinal contusions are com¬ 
plicated by very severe symptoms very shortly 
after injury. It has been found after death in 
these conditions that there are distinct haemor¬ 
rhages, either on the surface of the spinal cord, 
or into its substance, and when it is into the grey 
matter the condition is known as haematomyelia. 
This involves disorganisation of some part of the 
grey matter and consequent loss of function; there 
fore it is of very grave omen. We may, then, 
safely assert that in the majority of cases contusion 
of the spine is not of severe import ; but that 
in exceptional cases it may become a matter 
of the gravest moment; and it behoves us to ask 
what symptoms should make us suspicious that 
we are dealing with a case of this graver kind. 
If after a severe blow or injury to the back of any 
kind you find there is prolonged interference with 
defecation or with micturition, and with sensation 
and motion, which is not due to malingering on the 
part of the patient, you may suspect that you are 
dealing with that serious condition, haemorrhage 
into the substance of the spinal cord. 


Sprains of the Back. 


The next condition about which I wish to speak 
is that of sprains. Again, I think the important 
part to remember is, that sprains of the spinal 
column are not more important than sprains about 
the knee-joint, for example, except when there is 
injury to the spinal cord. Sprains in the back are 
always looked upon by laymen as very serious, 
because in the first place they cause pain and 
stiffness in the back, and secondly, patients think 
they have lost power and cannot stand upright. 
Thirdly, they have the idea that severe symptoms 
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will set in; but in the majority of cases, sprains 
and contusions of the back are merely states 
of “traumatic lumbago.” It is true that in some 
cases nerve symptoms do set in, and for this 
reason : A man has a very severe sprain in the 
back and there is temporary dislocation between 
two vertebrae, so that the spinal cord is pressed 
upon. Perhaps he is moved, or attempts to 
extend his back, and the two vertebrae which 
are temporarily dislocated spring suddenly into 
place. By the time this has happened a certain 
amount of irreparable damage has been done to 
the spinal cord; the cord has been compressed, 
and it is in these exceptional cases you find 
there are nerve symptoms. With regard to the 
treatment of sprains and contusions, it is that 
of the like conditions elsewhere. First of all, 
place the patient at rest for a short time, and 
then afterwards you should encourage him to 
move the parts, so that he does not get that 
stiffening and thickening of the muscular and 
tendinous tissues which causes so much neuralgic 
pain subsequently. And it is always wise to 
dissipate the patient’s fears after you have care¬ 
fully examined him and found there are no serious 
nerve symptoms. It ‘3 a very important part of 
the treatment to free a patient’s mind from the 
idea that he has a serious injury and is in danger 
of nervous trouble or paralysis. 

Fracture and Fracture-Dislocation of the 
Spine. 

I use these terms concurrently and advisedly, 
because in certain portions of the spine it is impos¬ 
sible to get dislocation without fracture; and it is 
equally impossible to get fracture without disloca¬ 
tion. And I may enumerate the various kinds of 
fracture in the spine. The most common is that 
injury of the vertebral bones which causes one body 
to be violently displaced partly from its neighbour, 
so that the upper body is thrown somewhat for¬ 
wards and the lower is crushed downwards and 
backwards. That is the most common condition, 
and it is known as fracture-dislocation. Another 
condition about the bodies is one which is rare, 
which is said sometimes to occur in cases of 
concussion of the spine, namely, Assuring of a 
body; but it has been proved to exist only by 
post-mortem examination. 

Widely distinct from the injuries which occur in 


the bodies, we have those of the pedicles, the 
laminae and various processes. In some cases you 
find fracture of the laminae on both sides of the 
vertebral column. In other cases there is fracture of 
the transverse processes, which is mostly due to 
bullet wounds. In yet other cases you find 
fracture of the spinous processes. But the two 
conditions, viz., fracture of the bodies and of the 
arches and processes, are complicated by very 
different states of the cord. For instance, if there 
be a fracture-dislocation of the bodies, the usual 
result is breaking up of this delicate nervous 
arrangement. If there be fracture of both laminae, 
there may or may not be pressure upon the spinal 
cord. If the spinous processes are implicated 
alone, no neural symptoms follow. So too if 
the transverse processes are implicated, there are 
no central symptoms except from bullet wounds. 
When we speak of fracture of the spine we should 
be careful to specify what the position of the 
lesion is, because the prognosis and treatment are 
different in the two cases. 

Now to speak of the symptoms of fracture dis¬ 
location. Those due to nerve injury are best 
understood when we have made ourselves ac¬ 
quainted with the functions of a spinal segment. 
Its functions are conduction of motor and sensory 
impulses, and therefore interference with the cord 
will result in loss of them. Another function is reflex 
function, and the chief reflex centres are in the 
anterior cornu ; and in it and possibly in the anterior 
part of the body of the grey matter the vaso-motor 
| centres are situated. In addition to these there 
1 are certain areas which are called trophic. It is 
extremely difficult to define what is meant by 
“trophic centres.” I have never been able to 
! understand nor to explain what is implied by 
the words “ trophic centres.” One can only use an 
illustration, which may be near the truth or other- 
1 wise. I used to teach that the body without the 
control of the nervous system is like an engine 
which is placed on a line of rails, with its fire well 
burning and a full head of steam. The engine, 
i if started and allowed to pursue its way unchecked, 
may be very much like the body with the trophic 
influences withdrawn. But the machine is placed 
under control and made to use a given amount of 
water and fuel, and do a given amount of work 
under the care of the engine-driver. I think the 
engine-driver in that case is to the engine what 
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the trophic influence is to the body. It seems to 
me we can go no farther than that. In all 
spinal segments there are trophic centres at work, 
and there are distinct functions localised, viz., 
conduction of motor and sensory impulses, reflex, 
vaso-motor, and trophic influences. 

Taking a case in which fracture-dislocation has 
occurred, say in the middle of the dorsal region, 
the symptoms which you will note are as follows : 
There are those which are common to fractures, 
and you may possibly feel crepitus and see 
deformity. Another symptom is shock. These 
patients invariably suffer from a considerable 
degree of it, and as a result many of the 
functions of the spinal cord are temporarily 
inhibited. The shock passes off, and some of 
these functions come back and others do not. 
Frequently you find, shortly after the accident, 
a rise of temperature and of pulse rate. The 
thermometer in such cases has been known to give 
a reading of no°. It is curious to note that 
in many cases the temperature falls enormously j 
afterwards. I have seen and taken the tempera¬ 
ture myself in a case of fracture of the spine by j 
verified thermometers, and found it as low as 
92 0 . I have also seen the mercury for a short 
time at 107°. In nearly all cases the patient | 
loses power and sensation below the lesion. On 
account of the shock there is inhibition of the 
bladder and rectal functions. Later on you will 
see certain symptoms which are proper to the 
various regions. By the time the patient has 
come under skilled observation you will find 
he has voided his urine; and if it should 
happen that he has diarrhcea, an involuntary 
evacuation of faeces has occurred. It is very 
important to distinguish between suppression of 
natural functions due to shock and abolition of 
function from destruction of nerve centres and 
fibres. In a day or two after the accident other 
symptoms begin to manifest themselves. Such 
are acute bedsores. They are not necessarily 
due to pressure, but when they come on very 
acutely indeed after an injury they may be due 
to a loss of the “ trophic influence.” Then the 
Urine becomes turbid and ammoniacal, and this 


to boil your catheters and sterilise the orifice ot 
the urethra, and yet you may find that the urine 
first shows signs of a small amount of sugar, 
and then it becomes ammoniacal. Afterwards it 
becomes full of pus. There is also a fall of 
temperature with later on blueness and coldness 
of the limbs. 

But while such are the general symptoms of 
a gross traumatic lesion anywhere in the spinal 
cord, there are symptoms special to each region. 
If the injury is, for example, in the lower part 
of the lumbar region, you will have symptoms 
occurring which are due, not to pressure on the 
cord, nor to destruction of it, but to pressure on 
the cauda equina, because the spinal cord does 
not extend below the first lumbar vertebra or 
the upper part of the second lumbar vertebra ; 
and therefore a fracture in the spine below these 
vertebrae is accompanied by symptoms which 
are due to pressure on the cauda equina and 
part of the lumbar and the ^jal plexus. 
Naturally there is interference with micturition 
and defalcation. But it is-a /act to be remembered 
that you do not as a rule see complete motor 
paralysis nor sensory paralysis. If the lesion is 
in the dorso-lumbar region—that is to say, situated 
between the eleventh dorsal vertebra and the 
upper part of the second lumbar vertebra—well- 
defined symptoms follow. Chief of these is a 
loss of erectile power. This is due to this fact, 
that what may be called the genital centre is 
situated in the lumbar part of the cord. It is true 
you see loss of erectile power immediately after an 
injury elsewhere, but it returns unless the injury is 
in the dorso-lumbar portion of the cord, when it 
is completely abolished. If the injury is high above 
the dorso-lumbar portion of the cord, the patient 
suffers from priapism. In injury of the dorso- 
lumbar area there is a total loss of reflex action in 
the lower extremities, the reason being that the 
reflex centres for the lower extremities are situated 
in the lumbar portion of the cord. Incontinence 
of urine is present, not due to the fact that the 
bladder is over-full, but owing to the sphincter 
vesicae, the centre for which is situated in the 
lumbar portion of the cord, becoming paralysed, so 


despite the utmost care as to asepsis in cathe¬ 
terisation. An acute condition of cystisis has 
set in, and I take it that it is very largely of a 
trophic nature. You may take the utmost care 


that the urine flows from the bladder as soon as it 


enters into it from the kidneys. If the patient be 
the subject of looseness of the bowels, or if purga¬ 


tives be given, 
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The cause of this sign is at first sight obscure, 
and the explanation depends upon whether a 
patient is suffering from diarrhoea or from con¬ 
stipation. If from constipation, the faeces will re¬ 
main in the rectum, because they are hard and 
the rectum has lost its reflex expelling power. If 
the faeces are liquid, they will flow through the 
anal aperture because there is no sphincter power 
left. In addition to loss of sensation and motion, 
you will often find a zone of hyperaesthesia, which 
results not from injury to the spinal cord itself, but 
is due to irritation or injury of the posterior nerve 
roots coming from the cord a short distance higher 
up. And you know that as you pass from above | 
downwards in the spinal cord the posterior nerve 
roots at first are less oblique and subsequently 
more so. So if a patient has a zone of hyper¬ 
aesthesia in the dorsal region, and that zone is at 
the level of the seventh dorsal vertebra, the injured 
vertebra is not the seventh but the sixth, on account 
of the oblique arrangement of the posterior nerve 
roots in that region. 

When fracture occurs between the first and the | 
tenth dorsal, you will see the following symptoms, 
which differ considerably from those just men¬ 
tioned : The reflexes in the lower extremities are 
excessive, the reason being that the reflex centres 
in the lumbar cord are in this event uninjured; 
at the same time the controlling power of the brain 
is cut off, and hence the excessive reflexes. In all 
cases the immediate result of the injury is to abolish 
temporarily all reflex action from shock. Then it 
increases for a time, but if the patient survive, the 
vigour of the reflex action decreases owing to 
the onset of ascending and descending degenera¬ 
tion in the tracts of the cord, so that the reflex 
centres in the lumbar region are encroached 
upon, and ultimately are destroyed. And then 
we almost invariably find there is priapism in 
injury above the upper ten dorsal vertebrae. 
Other symptoms which are special to this region 
are loss of costal respiration, a zone of hyper¬ 
aesthesia with an area of anaesthesia below the 
lesion, and abdominal distension due to the para¬ 
lysis of the branches of the lower dorsal nerves. 

Now we come to speak more particularly of in¬ 
juries to the spinal cord arising from fracture in 
the cervical region, and there are two symptoms 
which are special to the cervical region which I 
wish you to remember. If the injury is in the 


lower part of the cervical region, there is interfer¬ 
ence with the cilio-spinal centre, and the patient 
has contracted pupils, which do not dilate on 
pinching the skin of the neck. This is due to 
interference with the nucleus of the dilator fibres, 
permitting unrestrained action of the motor oculi 
or third nerve. There is a rapid fall of tempera¬ 
ture if the fracture is in the lower part of the 
cervical region. If the injury should be above the 
third cervical vertebra or at it, the roots of the 
phrenic nerve are interfered with, and sudden 
death occurs. In all instances of involvement of 
the cervical cord priapism is present, a fact well 
known to hunting men. I hope I have made the 
distinctions clear between the various regions of 
the spinal cord which may be affected. 

With regard to prognosis , in cases of fracture-dis¬ 
location of the bodies of the vertebrae the outlook 
is always extremely serious, and it resolves itself 
mainly into a question of how long the patient will 
live. One lives a few hours or days, another 
lives six months, and I remember a patient who 
lived for two and a half years. A very few recoveries 
have taken place under treatment. The more 
immediate prognosis can be gauged by the compli¬ 
cations which exist: acute bed-sores, the acute 
and rapid onset of cystitis, are symptoms of the 
gravest omen, and often carry a patient off in a few 
days. Similarly, acute bronchitis is a condition 
which terminates a case of fracture of the spine. 
Again, lumbar injuries are less rapidly fatal than 
dorsal, and dorsal than cervical. If it be a case 
of fracture of the bodies of the vertebrae, the pro¬ 
gnosis in almost every case is extremely bad so far 
as the patient’s ultimate welfare is concerned. If 
it be one of fracture of the spinous processes or 
transverse processes, the prognosis is distinctly 
favourable, and I have had under my care at the 
Westminster Hospital an interesting case of a man 
who was crushed under a lift. He was brought in 
doubled up, in the greatest pain, and when we ex¬ 
amined him we noticed that when he breathed we 
could hear and feel a distinct crepitus over the 
spinous process of the fourth dorsal vertebra. My 
opinion was that he had a fracture of the spinous 
or transverse process. I thought at first that was 
the only injury. We put him to bed and promptly 
extended him in the way I shall mention after¬ 
wards. But on the third day he began to show 
distinct signs of interference with the bladder, and 
Digitized by 



390 The Clinical Journal. ] 


MR. TUBBY. 


[Oct. 5,1904. 


complained of severe pains in the upper extremi¬ 
ties. On the fifth day another symptom made its 
appearance, namely, a zone of hyperaesthesia corre¬ 
sponding to the twelfth dorsal vertebra, showing 
that he had a double lesion of the spinal column, 
a fracture probably of the spinous or transverse 
process of the fourth dorsal vertebra, and a distinct 
strain or rupture of the ligaments about the twelfth 
dorsal vertebra. The question arose as to what 
was the condition of the membranes and cord. Was 
he suffering from pressure on the spinal cord by 
fragments of bone or from haemorrhage ? If due 
to fragments of bone, symptoms should have come 
on at once; but as the condition did not come on 
until the third or fourth day, and gradually in¬ 
creased in severity, we judged that he was suffering 
from haemorrhage on the surface of the cord. On 
the fourth day I was perplexed by his case, and I 
offered him the chance of an operation. But he 
preferred to wait for a week, he said. And his 
instinct turned out to be right, for he made steady 
improvement and recovered entirely without 
operation. 

With regard to treatment ', the practice until 
recently was to place the patient in the best 
possible position, and treat complications. Re¬ 
cently a great deal more has been done in the 
direction of interference. The first thing to do 
when the patient has sustained an accident is to 
have him picked up very carefully and conveyed 
to the place where h$ is to be looked after, and 
there is no doubt that in the majority of cases 
as much injury is done by unskilled picking up as 
by the accident itself. If the sufferer is lying on 
his side or face, you should gently turn him over 
on his back, having previously prepared a flat 
board covered with a rug or firm mattress, and so 
carry the patient in. Then engage a couple of 
nurses to look after your patient, and nurses 
especially skilled in this kind of work—nurses who 
know the possibilities of danger and the probability 
of the onset of complications. When the patient is 
brought to the hospital you must aseptically cathe- 
terise his bladder, and draw off the urine, as there 
may be retention. Then you will carefully examine 
the back, and in order to do so you must turn the 
patient over very gently. If he has partially or 
entirely lost the power of costal respiration as some 
have, and you turn him suddenly on his face, 
there is grave danger of asphyxia; because breath¬ 


ing is carried on mainly by the diaphragm, and by 
turning the patient suddenly on his face the 
pressure on the abdomen has impeded the 
diaphragm, with the result that the patient has 
died suddenly. Therefore in a case of spinal 
injury be extremely careful how you turn your 
patient over, and watch his respiration very care- 
fully. Afterwards you pass your finger lightly ; 
down the spinal column, and feel for irregularities ; 
or for crepitus, and then from the symptoms which 
are present diagnose whether the crepitus is due to 
fracture of the body or fracture of the laminae or ! 
the processes. If you are able to decide that 
the spinal cord is hopelessly disorganised, and you 
do not feel any crepitus, the probability is you are 
dealing with a fracture of the body of the vertebra 
with dislocation, and I do not think operative inter¬ 
ference will benefit the patient much. But there . 
is one direction in which you can get amelioration f 
of the symptoms—that is, by extension by weights | 
and pulleys. I have now a patient under my care | 
being treated in this way. He has a 5-lb. weight 
extending the head and neck, and a 7-lb. weight at 
his feet, and he expresses himself as being easy 
and comfortable. If you find extension and 
counter-extension on a horizontal plane surface 
do not help you, you may try the method of 
applying weights with the patient on an inclined 
surface. In some cases the patients are distinctly 
benefited by this, especially where there may be 
pressure from a fragment of bone, or in cases 
where you have a certain amount of slipping of 
one vertebra above another. If you feel crepitus, 
and if the symptoms point to pressure on the cauda 
equina, or if they point to acute haemorrhage taking 
place in the spinal canal, then you are justified in 
operating. The conditions which, I take it, justify 
one in opening the spinal canal in a case are, 
pressure from fractured laminae, or from a process 
driven inwards, or a spicule of bone perforating the 
theca and cord, haemorrhage, and when the 
cauda equina and lumbar sacral plexus of nerves 
are implicated. The records up to 1901 show- 37 
cases recorded in surgical literature of immediate 
operation for spinal column injury. Of these 37 
cases 6 recovered, results extremely good. So 
desperate is the condition of the patient in most of 
these cases that I think one may be amply justified 
in interfering surgically at once. We know the 
majority of them die, because the proportion of 
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cases of fracture-dislocation of the bodies to frac¬ 
ture-dislocation of other portions of vertebrae is as 
8 to 1. 

I must now pass on to make a few remarks on 
dislocation itself. Dislocation can and does exist 
in the spinal column. Fracture is most common 
in the lumbar and dorsal region, while distinct and 
definite dislocation exists in the cervical region, 
and particularly in the immediate neighbourhood 
of the fifth cervical vertebra. The twefth dorsal 
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has been found dislocated, and very rarely some 1 
of the lumbar vertebrae. An ordinary broken 
neck is fracture-dislocation, or sometimes pure 
dislocation of the cervical vertebra. Not all 
dislocations of the cervical vertebra are imme¬ 
diately fatal, because if it is the fifth the whole of 
the roots of the phrenic are not interfered with. 
Then the breathing is entirely diaphragmatic. If 
you think there be dislocation and there is time, 
you must put your finger into the patient’s mouth 
and try to diagnose where the dislocation is by 
feeling through the pharyngeal wall. Last year I 
had under my care a case of dislocation of the 
fourth cervical vertebra, in which it was astonishing 
how clearly one could feel the outlines of the 
vertebrae by putting the finger in the mouth. It 
was in a child who suffered from a pathological 
dislocation of the spine from Pott’s disease, and 
the displaced vertebra felt like a shelf standing out 
from a wall. There is no doubt in traumatic 
dislocation you will find the same kind of thing, a 
projection of the dislocated vertebral body. If 
that be so, you must immediately extend the spine. 
It either kills or cures promptly. Many cases 
have done very well indeed under it. Some have 
recovered even when respiration has apparently 
ceased. The method is to exercise traction on 
the occiput and chin and steadily pull and gently 
flex and extend; and if you are fortunate th$ 
bone slips into place. But you must warn your 
patient’s friends that any attempt at reduction may 
possibly result not in recovery but in sudden death. 
If the patient’s friends have been well warned of 
the possibilities, you will have done your duty by 
attempting to extend the spine, because in a 
certain number you will obtain a good result. 


Gentlemen, —The term “sycosis” (Greek ovkov, a 
fig), like many other terms in dermatology, is used 
somewhat vaguely by most people; and, I am 
afraid, amongst a considerable proportion of 
medical men it is made to “ cover a multitude of 
chins.” To whatever condition it may have been 
applied in the past, there is no doubt that the 
affection to which, at the present time, it is desir¬ 
able to restrict the term bears no kind of resem¬ 
blance, either real or imaginary, to any appearances 
which figs, as seen in this country, display. 
Norman Walker Introduction to Dermatology,’ 
2nd edition, p. 172) writes: “There is not much 
resemblance traceable to the dried fig familiar in 
this country, but the pink centre of a fresh ripe 
fig with the yellowish-white seeds dotted through it is 
somewhat suggested by the reddened skin and the 
yellow pustules of a typical case of the disease.” 

By simple sycosis is meant a coccogenic follicu¬ 
litis—that is, an inflammation of the hair follicles 
due to cocci, affecting the coarse hair of the face, 
usually the beard or moustache, but not necessarily 
limited to those areas. It may affect the eyebrows, 
or pass round to the coarse hairs of the sides and 
back of the neck, or it may affect hairs in other 
parts ; so that the male chin has no sole right to 
this particular form of affection, but it is shared by 
hair follicles elsewhere. The appearance of a 
typical case of simple sycosis is well illustrated by 
the case before you (Fig. 1). It is important to 
bear in mind in all skin diseases that it is essential, 

; in order to make a diagnosis, to unravel the mixed 
appearances which an eruption, especially on an 
exposed part, frequently presents. Thus, it is not 
uncommon for a patient with simple sycosis to 
have a super-added dermatitis of the skin, due to 
the applications he has been using for it, and until 
I this is allayed it may be difficult to say whether 


the case is a true sycosis or a so-called “ facial 
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eczema.” The characteristic feature of sycosis is 
an inflammation of the hair follicles going on to 
suppuration, so that each pustule is traversed in 
the centre by a hair. Between the affected hairs 
the skin is more or less red and inflamed, with a 
wrinkled, shiny appearance of the epidermis. There 
are also the dried scabs of previous pustules, and 
there is often a considerable amount of deeper 
sealed thickening in the form of red nodules which 
do not go on to pustulation. The disease tends to 
last indefinitely, by frequent recurrence of the 
pustules, either at fresh sites, or by extension at 
the margin of the part originally affected. Some¬ 
times it produces distinct superficial scarring. This 


the greater amount of inflammation in ringworm 
and large tuberous swellings usually give a clue. 
In any case it is advisable to extract and examine 
hairs under the microscope, and it is well to 
remember that it may be necessary to examine a 
considerable number, even in cases of advanced 
ringworm, before an infected hair is found. 

2. Eczema of the face , in the region of the beard. 
—This may be a primary affection or it may be 
secondary to a simple sycosis, and produced by 
the unwise use of strong applications to the face. 
When primary it is evidently on examination more 
of an affection of the epidermis itself than of the 
hair follicles, and there is usually an extension to 



Fig. i. —Typical example of simple sycosis. 


patient, for instance (Fig. 2), who had had it for 
many years of his life, is quite scarred over the 
cheeks, and the hair follicles have been completely 
destroyed in these areas. 

The conditions which have to be distin¬ 
guished from a simple sycosis are mainly the 
following: 

1. Tinea barbce , or ringivorm of the beard. —This 
is not a common affection. It is due to a large- 
spored ringworm and takes on the pustular, 
kerion-like appearance occasionally seen in small- 
spored ringworm on the scalp. In the early stages, 
before much inflammation has been set up, it may 
be difficult to say at once whether the case is one 
of ringworm or of simple sycosis. At a later stage 


parts beyond the hair regions or other evidences of 
past or present eczema elsewhere. 

3. Syphilis. —It is not uncommon to find a late 
sfphilide of the beard, most commonly in those 
liable to seborrhcea, and in such it assumes a 
crusted follicular condition with much exudation, 
which may at first be somewhat puzzling (Fig. 3). 
The eruption consists of papular swellings of large 
size which become moist, and secrete the usual 
sebaceous matter which crusts over, and becoming 
matted with the beard hairs, gives an appearance 
not unlike a ringworm. The nature of the lesion 
becomes evident on removing the crusts. Apart 
from this there are usually other evidences of 
syphilis elsewhere on the body or scalp, and there 
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is usually the syphilitic cachexia which is often 
such a valuable aid in diagnosis. 

It is not uncommon to find a localised cocco- 
genic folliculitis of the upper lip, which remains 
limited to its original site just below one or both 
nostrils. Theoretically this is a form of sycosis. 
It, however, usually has a very definite origin, 
namely contamination by nasal secretion; and 
the removal of this by suitable treatment to the 
nasal mucosa , together with a local antiparasitic 
ointment to the affected area on the lip, speedily 
effects a complete cure. Whether the nasal 
secretion provides the actual pyogenic organisms 
which infect the follicles, or whether it is merely 
the constant dampness and evaporation which this 


at public shaving places, I am of opinion that, 
in many cases, the barber is quite innocent of 
the charge against him, and that most of the 
cases do not rise in this way at all. 

The most important part of our subject is, 
however, the question of treatment. Sycosis 
is situated in such a prominent position that the 
sufferer is annoyed by it wherever he goes, hence 
its speedy cure is anxiously sought for. Now, all 
are agreed that simple sycosis is not an easy com¬ 
plaint to get rid of, that it takes a long time to 
disappear entirely. But that is about the only point 
upon which authorities are agreed. Most writers 
speak in favour of close shaving, but appear to do 
so with some hesitation ; others favour removing 



Fig. 2.—Sycosis of old standing, showing scarring of cheek. 


discharge produces, or the frequent rubbing of the 
lip with the hand, to remove the irritating secre¬ 
tion, is a complicated question, and I think there 
is something to be said for each point of view. 

Simple sycosis is usually thought to be acquired 
at the barber’s, and sufferers themselves almost 
always affirm this. There is usually a certain 
amount of truth in these popular beliefs, and it 
is difficult to disprove them, even if untrue; but 
whether simple sycosis may or may not be 
“caught at the barber’s,” it is quite certain that 
it frequently occurs in persons who have never 
been shaved at a barber’s in their lives. I have 
notes of at least two cases recently who had 
never been shaved by anyone but themselves. 
Whilst, then, not denying the possibility that 
certain cases may arise from infection received 


infected hairs by epilation, and keeping the beard 
cropped with scissors. For my part I am con¬ 
vinced that the proper treatment consists primarily 
in constant close shaving . Upon the regularity 
with which this is done each day will largely 
depend the success of your treatment. On this 
point I have no hesitation in speaking strongly, 
and since adopting this method of treatment some 
years ago I have not seen a single case in which 
improvement has not quickly taken place. When 
a patient presents himself with sycosis, it certainly 
seems a ridiculous thing to tell him to “shave 
close.” It is the last thing in the world he would 
expect to be told, and unless you are yourself con¬ 
vinced of the necessity of his doing so, it is difficult 
to persuade the patient. But it is surprising to 
find how readily he accommodates himself to it, 
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especially when he begins to find out its benefit. 
This close shaving will have to be kept up 
regularly for many months, and, moreover, it is 
difficult to get a barber to do it; for, apart 
from the barber objecting to a person with 
sycosis being seen in his shop, he himself is 
afraid of shaving over a sore patch. I always 
advise the patient, therefore, to shave himself- 
If he is accustomed to doing so, all the better; 
if not, the sooner he learns the sooner he will 
do it successfully. Sharp razors are essential, so 
that two at least must be kept and one always 


Calamine 

Zinc oxide, aa i oz. 

Glycerine, 2 drachms 
Lead lotion, £ oz. 

Rosewater, to 4 fl. oz.— 

is applied after shaving. The general line of 
treatment then becomes: 

(1) Boracic fomentation every night; 

(2) Close shave with sharp razor every morn¬ 
ing ; 

(3) Calamine paste after shaving. 

After a while, when the greater part of the 



Fig. 3.—Secondary syphilide in a seborrhceic. 


kept sharp. Very hot water, prolonged lathering, 
and previous oiling of the face helps to soften the 
beard more and provides a kind of superfatted 
soap. It is surprising how soon after th*e first 
shave or two the process causes little or no 
trouble. 

The rest of the treatment which I adopt is as 
follows : 

A boracic lint fomentation is applied over the 
whole chin and cheeks, covered with gutta-percha 
tissue, and kept on by means of a handkerchief 
carried round and tied at the top of the head. 
This is worn every night for many weeks. In the 
daytime the ordinary compound calamine lotion— 


inflammation has subsided, it will be found that 
pustules keep arising here and there, and I usually 
advise the patient, in the morning, before shaving, 
to pull out the hair with a pair of fine tweezers, 
and to-apply a little white precipitate ointment or 
biniodide of mercury in spirit on a pointed match 
stick into the follicle. In this way it is usually 
easy to keep the pustules in check. Some patients 
may find the calamine paste too drying for the 
skin, in which case some simple ointment may be 
applied after shaving, such as the Ung. glycerin 
plumbi subacetatis or a dusting powder of zinc 
oxide and starch, preceded by an ordinary bay- 
rum spirit lotion. The points, however, which are 
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most important are the close shaving and the 
boracic fomentations. 

It may be necessary in particular cases to modify 
the above methods in various ways according to I 
individual requirements, but certainly in my 
experience during the last few years I have found 
it exceed any other method in comfort to the 
patient and speedy improvement. Within a 
comparatively short time, in the average case, the 
face becomes sightly, and if only the patient will 
persevere in regular close shaving every day, the 
disease does not get any real hold again. If, how¬ 
ever, the patient becomes lazy and allows the hair 
to grow for two or three days, it will tend to recur for I 
many months after it is apparently cured. 

There are many interesting points in this i 
disease. The cocci which produce it are the ! 
common pyogenetic organisms of the skin (staphy¬ 
lococcus aureus and albus). Why is it that they 
suddenly begin to affect the follicles? Oneway of 
looking at it is to suppose that some virulent or 
active organisms have been introduced on to the 
skin from without, that the patient has become 
infected, and that from the local focus of infection 
the organisms have spread from place to place, 
causing further infection. Another way, however, is 
to suppose that no particular organisms have been 
introduced from an infective source, but that, owing 
to an altered condition of the soil, namely the 
patient’s epidermis, the locally abundant cocci find 
themselves in a position to multiply and flourish. 
According to which view is taken of the pathology 
of sycosis, so theoretically the treatment should 
vary—in the former case local epilation and 
disinfection, in the latter attention to the general 
health. 

It is exceedingly difficult to prove which of 
these two is correct. In favour of the altered soil 
is the undoubted fact that other coccal affections 
of the skin, such as impetigo contagiosa and 
furunculosis, undoubtedly flourish in persons who 
are temporarily “ below par.” The familiar boils or < 
ecthyma in the overworked hospital resident and 
the profuse impetigo in an ill-fed anaemic child are ! 


the general health and to administer suitable 
tonics, and I think that the affection would be 
more rationally treated if looked upon as a soil 
defect rather than as a direct infection from out¬ 
side sources. 

It is an interesting fact that where there is a 
pustular folliculitis, this gets rapidly worse if the 
hair is allowed to get beyond a certain length. 
Many persons if they go a day or two without 
shaving will have a few isolated patches of folli¬ 
culitis, especially about the neck, where the collar 
chafes them. Similarly I noticed in my own case 
a small folliculitis of the back of the neck, the 
remains of a severe outbreak of furunculosis in the 
same region, that it always got worse as the hairs 
became longer, and practically disappeared when 
they were cropped close, and this without any local 
application. Of course it is possible that the 
cutting short of the hair allows soap and water to 
get at the # mouth of the follicles, but I am inclined 
to think that there is more than this, and that 
inflammation is kept up by the mechanical pressure 
j on the longer hair, whenever anything catches 
against it and pushes or pulls it. It is also possible 
that close shaving prevents the secretion from 
bottling up the mouth of the follicle and so pre¬ 
vents the cocci from flourishing under cover. 

If this is so, it may also partly explain why the 
nightly application of a boracic fomentation is so 
effective, as it certainly is. 

Whatever may be the proper explanation I can 
only advise you to try this method of treatment, 
and I am sure you will find sycosis a much less 
troublesome affection than you might expect. 

Since this lecture was given Dr. Wright * has 
published an interesting series of observations on 
the “ Value of Inoculations of Staphylococcus 
Vaccine in cases of Furunculosis, Sycosis, and 
Acne.” The results are such as to warrant further 
careful investigations, and appear full of promise in 
the future. 

* ‘ Brit. Med. Journ.,’ May 7th, 1904. 


too well known to require comment. On the other 


hand, I must confess that in many cases of Sycosis 
menti it is impossible to point to any disturbance 
of the general health; the patient looks and feels 
quite well. At the same time, I think it is desir¬ 
able in all cases of sycosis to inquire carefully into 


We have received from Burroughs Wellcome & 
Co. a specimen bottle of “Soloid” ferric chloride, 


gr. 10, which is a convenient method of keeping this 
preparation and obviates the disadvantages entailed 
in carrying it in the ordinary way in solution. 
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RECENT WORK ON THE 
FUNCTIONS OF THE SPINAL 
CORD.* 

By A. G. GIBSON, M.B., B.Ch.Oxon. 

{Concluded from p. 381.) 

3. The relation of the spinal cord to higher 
centres .—You will remember in the short account 
of the different types of nervous system in the lower 
animals, there were certain tracts having their cells 
in various portions of grey matter in the brain 
whose axis cylinders stretched downwards towards 
the cord. In all the higher animals there are 
numerous systems of fibres of this type, and 
they are given the name of “ projection systems. ” 
Almost without exception these descending tracts 
start in relation with the terminations of sensory 
fibres, so that we have a system acting on the cord 
from the terminations of the auditory and optic 
nerves, a system from the optic thalamus, and 
systems from various parts of the cerebral cortex. 
We cannot expect to find, however, if these tracts 
are related with different sense organs, that they 
are equally well marked in all animals. We find, 
for instance, that if an animal depend for the 
preservation of its life on its sight, a large pro¬ 
jection system starts from the optic lobes, i.e. 
the portion of the brain which corresponds to the 
superior corpus quadrigeminum in the human 
being. In man, on the other hand, whose lower 
sensory centres are not allowed much free play, 
and where the cortical functions are so overwhelm¬ 
ingly important, the lower sensory projection 
systems are not nearly so well marked as the 
cortical. The following is a list of these fibres in 
man : 

1. Pyramidal tracts. 

2. Corpus striatum bundle. 

3. Optic thalamus bundle. 

4. Monakow’s bundle or Thomas’s prepyramidal 
tract; from the red nucleus. 

5. Ventral longitudinal bundle, from the 
Superior corpora quadrigemina. 

* Delivered before the St. Thomas’s Hospital Medical 
Society. 

The author is indebted to the courtesy of Dr. Sharkey, 
Dr. Acland, and Dr. Hawkins for permission to use the 
records of patients under their care in St. Thomas’s 
Hospital. 


6. Central tegmental tract, probably from the 
Optic Thalamus. 

7. Deiter’s—vestibulo-spinal bundle. 

8. Posterior longitudinal bundle from sub¬ 
thalamic region. 

9. Descending fillet fibres. 

10. Ponto-spinal—from grey matter of reticular, 
formation from medulla to inferior corpora quad¬ 
rigemina, from nucleus centralis and nuculeus 
lateralis of Bechterew. 

Granting the fact that all these descending tracts 
convey impulses from higher to lower centres, which, 

I believe, most neurologists are agreed upon, it 
becomes obvious that their action on the spinal 
cord is enormously complex. 

Any attempt to give you a summary of what is 
known of the physiology of the subject would be 
both useless to you and foreign to my purpose, so I 
propose to discuss only such experimental evidence 
as it is possible to find examples of in clinical 
experience. 

There are probably only two ways in which 
impulses descending from higher centres can influ¬ 
ence processes taking place in the cord : by 
stimulation or inhibition. Thus by a cortical 
process we can either cause a movement of the 
arm or inhibit one. And if there be two kinds 
coming from above, then the effect on the reflexes 
may assume four phases. A reflex may be 
inhibited by a direct inhibitory process from above, 
or made more brisk by a removal of the impulse if 
such is tonic; and conversely, a reflex may be 
rendered brisk by a stimulating impulse from above 
or depressed by the removal of the same if tonic. 
As an analogy one might quote the case of the 
pupil. We can get active dilatation by stimulating 
vaso-dilator nerves, or passive dilatation by cutting 
constrictors which have a tonic action, or active 
constriction by stimulating the constrictor nerves 
and passive constriction by cutting dilators with a 
tonic action. Let us take, first, the influence of 
the cerebellum. Physiological experimenters are 
here fairly in agreement in saying that on excitation 
of the cerebellum, both an increased tonus and 
a diminution of tonus can be produced on the 
same side of the body. Thus in the monkey 
Ferrier got movement of the eyes toward the stimu¬ 
lated side and movement of the body on the same 
side. Inhibition of tonus is best seen on stimu¬ 
lating the superior vermis and the adjacent parts of 


Digitized by 


Google 





Ca«e$. 


The Clinical Journal. ] 


DR. A. G. GIBSON. 


[Oct. 5,1904. 397 


the lateral lobe. The condition ot decerebrate 
rigidity in the monkey can be inhibited by faradisa¬ 
tion of the anterior, /. e. cerebral, surface of the 
cerebellum ; stimulation of points stretching over 
a large area from near the mid-line far out towards 
the lateral border of the cerebellar surface causes 
immediate relaxation of the rigid neck and tail 
muscles, and relaxation of the rigidly fixed joints of 
the limbs, especially the fore limbs, most marked on 
the same side of the body as the site of excitation. 
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In the effect of lesions of the cerebellum in 
animals we shall do best to follow Risien Russell, 
whose views may be looked upon as expressing the 
most recent work on the subject. According to 
him a one-sided lesion of the cerebellum causes 
diminished power, increased tonus and knee-jerks 
on the same side but present in a limited degree on 
the opposite side. 

We have now to examine how far these views are 
borne out by what one finds clinically in disease of j 


the cerebellum. It is not to be supposed that, except 
by a rare coincidence, we can find conditions of 
disease in such purity as by physiological 
experiment. Two factors of the utmost importance 
have to be reckoned with. First there is the well- 
known clinical fact that if pathological process is 
only insidious enough there may for a consider¬ 
able time be no demonstrable alteration in any 
function, because of the enormous capacity for 
other parts of the central nervous system to com¬ 
pensate for lost function ; there have been recorded 
cases where the cerebellum has been absent as a 
congenital condition and yet no suspicion of it was 
aroused during life. The second important factor 
is that patients suffering from these lesions are often 
very ill, and we may not in the least be able to tell 
whether some of the conditions we find are due to 
the local disturbance of the organ in question or 
the general effect on metabolic processes which is 
the result of a serious illness. If, then, there are 
indications from various physical signs that there is 
disease of a certain organ, we cannot take the 
absence of those signs as indicating the absence of 
that particular condition. Bearing these in mind, 
let us examine the conditions in a few cases of 
cerebellar disease. 

In this series of cerebellar tumours you see that 
the knee-jerks may be brisker on the side of the 
lesion, though in several instances they are 
diminished; the plantar response is constantly 
flexor, except in the one case which was compli¬ 
cated by hydrocephalus ; and in so far as the notes 
tell us anything about the power, it is diminished 
on the side of the lesion. 

If, as is probably true, an extensor response on 
plantar stimulation is to be taken as an indication 
of an involvement of the pyramidal tracts, the cases, 
so far as they go, demonstrate conclusively that the 
increased knee-jerks are not due to pressure on 
these tracts, for in the series of pons tumours I 
now show you, you see that the extensor response 
is constant and on the side opposite to the lesion. 

Passing now to another region, that of the 
corpora quadrigemina, I have mentioned before 
the interesting phenomenon of decerebrate rigidity 
discovered by Sherrington as a result of a total 
transverse lesion in this situation. The condition, 
as I said before, is one of extensor rigdity of the 
legs, trunk, fore limbs, and neck. 

It is difficult as yet to say what portions of the 
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brain above the cord are necessary for its pro¬ 
duction. It may be the cerebellum or possibly 
some portion of the grey matter of the pons. 
Seeing that it is well marked in the monkey, it 
ought to show itself in at least a modified form in 
man. Let me read you some of the notes made 
on a case that was in the hospital a short time ago, 
in whom at the post-mortem examination there 
was found a tumour involving the corpora quadri- 
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gemina region which had flattened out the mid- 
brain, almost filled the narrow opening in the 
tentorium cerebelli, and produced hydrocephalus, 
no communication being demonstrable between 
the lateral ventricles and the parts below. The 
patient was one year and nine months old and was 
subject to fits of extensor rigidity. “ During a fit,” 
says the notes, “ the legs are extended and rigid, 
the toes are scattered fan-wise and there is hyper- j 
extension of the phalanges of the big toe. The 


arms are slightly rigid, but not to the extent of the 
legs; the forearms are occasionally flexed and there 
is slight rhythmical tremor of the closed right hand. 
The fingers are closed on the palm of the hand and 
over the thumb, which is adducted into the palm. 
The head is moved from side to side and the 
sterno-mastoids stand out well contracted; the 
head is slightly retracted. The knee-jerks are 
equal and brisk, the plantars show hyper-extension 
of the big toes and spreading of the smaller ones.” 
Making allowance for the well-recognised fact that 
in man the cerebellum governs the leg more than 
the arm, it is obvious that in decerebrate rigidity 
and the state of this patient we have an almost 
similar condition. But a tumour hitting off the 
mid-brain and nothing else is somewhat of a 
pathological curiosity, and you may rather wonder 
at my quoting it. I do it, however, in order that I 
may have your criticism on the following sugges¬ 
tion : Is it not possible that much of the rigid 
spasm of the trunk and legs in acute meningitis is 
due to involvement of the centres above the mid¬ 
brain either from inflammation or pressure by the 
hydrocephalic condition and the inability of the 
cortex and basal ganglia to influence lower centres 
—in other words, a condition almost akin to 
decerebrate rigidity in lower animals? I would 
not exclude the possibility of irritation of the 
cervical nerves having a share in the process, 
especially in the so-called post-basic meningitis; 
but I believe it is possible to have meningitis 
almost confined to the hemispheres and lateral 
! ventricles and yet find rigidity of the neck or 
Kernig’s sign. This view is borne out by the 
I symptoms in those cases of chronic hydrocephalus 
which come on in middle life with no demonstrable 
cause except that of a chronic inflammation of the 
lining membrane of the ventricles of the brain. A 
series of such cases recently reported in ‘ Brain ’ by 
Parkes Weber showed that the symptoms of this 
affection were headache, stiffness of the neck, 
sudden violent attacks of vomiting, double optic 
neuritis, weakness and staggering gait. And I 
recall the case of a boy of six and a half years, a 
patient of Dr. Sharkey’s, who had rigid extension 
of both legs, whose brain at the autopsy showed a 
condition of chronic hydrocephalus with no 
meningitis or tumour. 

I do not propose in speaking of the functions 
of the pyramidal tracts to do more than touch on 
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a few points; even to give you a brief outline 
would lead me farther afield than the limits of this 
paper would allow. 

The cerebral hemispheres govern all the volun¬ 
tary muscles of the body, but their control is not 
as powerful in all parts. A patient with hemiplegia 
shows most weakness in his arm, some weakness 
of his leg, but hardly any of his body. The 
cerebrum governs, therefore, the arm, the leg, and 
the trunk in that order. A comparison with a 
one-sided lesion of the cerebellum will show that 
here the weakness is most marked in the trunk, 
hence the cerebellar patient has a swaying gait like 
that of a drunken man, and he tends to fall towards 
the side of his lesion; his leg shows a moderate 
amount of weakness and his arm only a slight 
amount. The reason for this becomes clear w r hen 
we consider that the cerebrum serves to innervate 
those muscles which participate in skilled move¬ 
ments, the upper limb, in man, being the most 
important member. And though Orientals are 
accustomed to use their feet for skilled work, and 
we sometimes see at fairs and the like men who 
can write or play the piano with their feet, I think 
most of us would naturally rather use our hands. 
The cerebellum, on the other hand, serves especi¬ 
ally to innervate those parts of the body which are j 
concerned in equilibration and probably also | 
locomotion, namely, the trunk, the legs, and the , 
arms, in that order. And if decerebrate rigidity | 
can be compared with hydrocephalic rigidity in 
man and the two conditions are due to an unmask¬ 
ing of true cerebellar influx into the muscles, it is 
apparent why there is a difference in the attitude j 
of the fore limbs in man and the lower animals, ! 
for in the former it is not usual to see extensor 
rigidity of the arms whereas in the latter the fore 
limbs show it well. 

In hemiplegia there is weakness of the side 
opposite to the lesion and increased tonus, as the 
presence of increased knee-jerks and ankle clonus 
will show. This is taken to mean that the cerebrum 
normally prevents or inhibits the lower reflexes by 
acting on the synapse between the collaterals of 
the posterior root and motor cell. 

Several hypotheses have been put forward to 
explain the functions of the pyramidal tracts, of 
which perhaps the most interesting is that of 
Hughlings Jackson, because it harmonises well 
with clinical experience. He supposes that the 


cerebrum and cerebellum normally innervate the 
anterior cornual cells, but, in that the cerebrum 
sends down extensor impulses, while the cerebellum 
sends flexor impulses, they normally antagonise one 
another, and if one action is taken away we get the 
unmasked effect of the other. The symptoms of 
hemiplegia, he says, are due to unmasked cerebellar 
influence causing flexor spasm in the parts most 
affected, namely the upper limb. Paralysis agitans, 
again, is similarly an unmasking of cerebellar effect 
from degeneration of cortical cells. The mask-like 
face, he says, is due to the toneless muscles, because 
they are not innervated by the cerebellum, while 
the tremor of the arms is due to an insufficiently 
opposed action of the cerebrum ; the late rigidity 
which occurs is due to the same cause. If both 
impulses are taken away the result is absolutely 
toneless muscles. This condition, which Hughlings 
‘ Jackson predicted some years ago, received marked 
confirmation in the discovery by Bastian of the 
absence of knee-jerks in total transverse lesions of 
the cord. But if you agreed with me in the reason 
I gave for the absence of knee-jerks in this condi¬ 
tion, and moreover, if one considers that by cortical 
processes there results both an inhibition and a 
stimulation of motor functions, no one explanation 
which attributes to the pyramidal tracts either a 
motor or an inhibitory function will suffice. 

The weak point of this view lies in the fact that 
it has yet to be demonstrated clearly that from 
lesions of the cerebellum there is extensor spasm 
from unmasked cerebral innervation. In the dog 
extensor spasm after cerebellar lesions is constant 
especially in the fore limbs, unless the vermis is 
involved, but in the monkey the attitude is de¬ 
cidedly flexor, while in man I believe the same 
condition obtains if spasm is at all marked. 

It is obvious, from the facts of stimulation of the 
motor cortex and from the pathology of epilepsy 
as being the result of a cortical discharge, that the 
cortex has motor functions— i.e. directly stimulates 
the motor cells and not merely takes off an inhibi- 
| tion from a lower reflex. It is also clear that there 
are inhibitory processes ; take, for instance, the 
1 increased knee-jerks in hemiplegia and the fact 
that all training, whether in a game of skill or the 
world of morals, is in reality only the proper use 
of inhibitory processes. Most of us at one time if 
given the choice of several apples would have had no 
scruples in seizing the most comely one, but now 


Digitized by 


Google 



400 The Clinical Journal. ] 


REVIEW—LE VENTRE. 


[ Oct. 5,1904. 


by continuous exercise our inhibitory processes 
have arrived at that stage of excellence which is 
spoken of in ordinary life as “ good breeding.” 

Clinically there is no more delicate test of inter¬ 
ference with the pyramidal tracts than the planar 
reflexes. The extensor response was the invari¬ 
able rule in the series of pons tumours we looked 
at. It is so delicate that in sleep, where cerebral 
processes are in abeyance, the extensor response 
replaces the flexor; and the same is true if the rela¬ 
tive excitability ,of spinal processes, is raised, as for 
instance by strychnine given in such doses as .do 
not produce twitching. The same is true of the 
disease tetanus. 

Two projection systems I should like to refer to 
in conclusion, to show that spinal functions are not 
dominated by the cerebrum and cerebellum alone, 
namely those in connection with the eye and ear. 

On the functions of the former there is not mu£h 
evidence ; there is no record that I can find of the 
state of muscular power or tonus after extirpation 
of one eye. Bowditch and Warren found that a 
sudden flash of light increased the knee-jerks, so 
also did a sudden loud sound. If a rabbit be 
allowed to hear the oscillations of a tuning-fork for 
a time, the knee jerks are increased for about a 
fortnight. The semicircular canals have, probably 
in connection with the cerebellum, acting on the 
cord by the vestibulo-spinal bundle, a most impor- 
lant function. They perceive the relations of the 
head in space and ought therefore to affect lower 
centres. Ewaid has found that injury to these 
structures produces a diminution of tone and a 
fiaccidity of muscles on the same side; Hgt>r 
mortis did not come on so quickly—another evi¬ 
dence of diminished tonus. It would be interest¬ 
ing to know the conditions of tone in ear disease, 
but the information is not easily come by, even if 
it is recorded. 

Gentlemen, such parts as I have touched upon 
I have only been able to discuss very briefly, but if 
I have aroused your interest in a subject which 
bristles with points requiring careful and patient 
clinical observation, or excited your criticism to the 
pitch of expressing it in public, I shall thank you 
even more than for the patient way you have 
listened to me and for giving me the opportunity 
of reading a paper which has been a source of 
pleasure to me to prepare. 


Le Ventre. Etude Anatomiques et Clinique de la 
Cavite Abdominale au point de vue du Massage, 
i. Le Rein par le Dr. M. Bourcart. Geneva 
and Paris, 1904. 


This is the first volume of a work which will be 
completed in three volumes. The title would give 
an English reader the impression that it was merely 
| one of the many unimportant books on massage 
that are published, but that is by no means the 
I case. There is very little indeed about massage 
"as we understand it, but there are very full direc- 
j tions about the best way to place the hands to 
feel the kidneys. The author also gives one of the 
best accounts we have read of the position of the 
kidney in the abdomen, and all leads up to an 
! excellent discussion upon the causation of movable 
kidney; the various views that we all know are 
reviewed very carefully, but the author points out 
that none of them are adequate, and he brings 
forward very strong reasons for the belief that the 
great mobility of the kidney in women, and the 
j greater mobility of the right than the left are due 
to the fact that the chamber in the latter side of 
the abdomen in which each kidney lies is shallower 
and wider in both sexes at the lower end on the 
right than the left, and that it is shallower and 
wider at the lower part in women than in men. A 
contributing factor is that the anterior abdominal 
walls are often lax in women, but this applies 
equally to both kidneys, and so does tight-lacing. 

1 It is shown that long stays reaching down to the 
hips really help to keep a movable kidney in place, 
but stays which constrict the lower ribs are very 
harmful. The object of treatment is very fully 
discussed; the writer is of opinion that stitching 
the kidney in place is not right treatment, and in 
this we fancy many would agree. He advises a 
wide bandage and directs how it should be applied. 
Probably it is often very effectual, but it is clear 
that care must be taken not by it to fix the kidney 
in the wrong place. We cannot in the space of a 
short review go into any further details about this 
I book; it is in reality a treatise on movable kidney, 
and we warmly recommend it to those interested 
in the subject. The illustrations are very numerous; 
perhaps unnecessarily so, but they are not as many 
as at first sight appears, for several of the photo¬ 
graphs appear twice over. 


Digitized by 


Google 




THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 

No. 624. WEDNESDAY, OCTOBER 12, 1904. Vol. XXIV. No. 26. 


CONTENTS. 

PAGE 

*A Clinical Lecture on the Treatment 
of Diphtheria. By Arthur Francis 

Voelcker, M.D., F.R.C.P. . 4 GI 

*A Lecture on Albuminuria and 
Neurasthenia at Puberty. By G. A. 
Sutherland, M.D., F.R.C.P. ... ... 4 l ° 

Modern Methods in Surgery of 
Paralyses. A. H. Tubby, M.S., and 
Robert Jones, F.R.C.S. 4*6 


* Specially reported for the Clintcal Journal. Revised 
by the Author. 

MLL RIGHTS RESERVED. 


NOTICE. 

Editorial correspondence , books for review , arc., 
should be addressed to the Editor , 35*1, Welbeck 
Street , Cavendish Square , W., Telephone No. 

904, Paddington ; but all business communications 
should be addressed to the Publishers , 22J, Bar¬ 
tholomew Close , London , E.C. Telephone 9 2 7 > 
Holborn . 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son, Bartholomew 
Close , E.C . Telephone 927, Holborn. 

Terms of Subscription , including postage , payable 
by cheque , postal or banker’s order {in advance): for 
the United Kingdom , 155. 6 d. per annum ; Abroad , 
17 s. 6 d. 

Cheques , cry., should be made payable to The 
P roprietors of the Clinical Journal, crossed 
“ The London , CVVy, and Midland Bank , Ltd., New¬ 
gate Street Branch , jg.C. Account of the Medical 
Publishing Company , Limited” 

Reading Cases to hold Twenty-six numbers of 
The Clinical Journal be supplied at 2s . 3^. 

tfr o//7/ be forwarded post free on receipt of 
2S. 6 d.; and also Cases for binding Volumes at is. 
each , or post free on receipt of is. 3 d. f from the 
Publishers , 22J Bartholomew Close , London , is.C. 

The Index and Titlefage for Vol. XXIV will be 
published with the tiext issue of The Clinical 
Journal. 


A CLINICAL LECTURE 

I v 

on the 

TREATMENT OF DIPHTHERIA. 

With especial reference to the Dosage with 
Antitoxin. 

Delivered at the Hospital for Sick Children, Great 
Ormond Street, 

I By ARTHUR FRANCIS VOELCKER, M.D., 
F.R.C.P., 

Physician to the Hospital for Sick Children; Physician to 
Out-patients; Lecturer on Practical Medicine and 
on Pathology at the Middlesex Hospital. 


Gentlemen, —Nowhere, perhaps, in practical 
■ therapeutics are the triumphs of modern scientific 
research better exemplified than in the treatment 
of diphtheria by the antitoxin derived from the 
serum of an immunised animal. A disease which, 
in the young more particularly, slew its thousands 
now can only claim its hundreds; and though, as I 
shall point out, the disease is only scotched and 
i not killed, yet it must be freely admitted that the 
disease has for us lost most of its terrors. Having 
such a remedy at our hands, however, it behoves 
us to take care lest w r e overrate the virtues of the 
diphtheria antitoxin and underrate those pre¬ 
cautions and accessory means of treatment which 
constitute the successful treatment of the disease. 
Having noticed a tendency to be satisfied that in 
the treatment of a case of diphtheria all that was 
necessary has been done when a certain dose of 
antitoxin has been administered, I have thought 
j it not amiss to call your attention to certain points 
j in connection with the administration of this 
remedy, more especially with reference to the 
! doses which it is advisable to administer, and also 
to point out what other points we must attend to 
in the treatment of a patient with this disease. 

I propose to bring before you the results of 
my observations on cases of diphtheria which 
have been under my own treatment in the diph- 
I theria wards of this hospital since the introduction 
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of the antitoxin treatment, to compare these with 
those noted before the introduction of antitoxin* 
and also to compare the results which have followed 
the employment of different doses of antitoxin. In 
addition to this I wish to point out what treatment 
I have adopted in addition to that of the admini¬ 
stration of antitoxin. 

The cases on which my remarks are based are 
in the majority of instances children, but there 
are a few cases occurring in adults. These were 
nurses who contracted the disease either while 
nursing in the diphtheria block or in the general 
wards. On account of the greater number of 
nurses in the general wards, and partly because 
the nurses in the block are not sent there for 
their training until they have done a year’s work 
in the general wards, we have had fewer cases in 
nurses regularly engaged in nursing cases of diph¬ 
theria than in those nursing in the general wards. 

An important point to bear in mind with regard 
to the cases at this hospital is that they are 
derived from two sources; the one class is com¬ 
posed of cases which arise actually within our 
walls, either developing diphtheria soon after 
admission or, in some cases, being infected while 
in the hospital; the other class consists of cases 
which come to the hospital as cases of diphtheria, 
or which are recognised as such on arrival. As 
you probably know, cases of diphtheria are now 
notifiable, and the medical officer of health can 
order the removal of a case to the special hospitals 
provided by the Metropolitan Asylums Board for 
that purpose. The reason why I call your atten¬ 
tion to these points is that as the virulence of out¬ 
breaks of diphtheria varies very considerably so we 
may have a number of mild cases under treatment 
at one time, or the reverse may hold good. With 
regard to cases admitted from outside, we again 
meet with cases which are only casually discovered 
in the ordinary routine examination of the throat, 
and with cases which are so severe that they are 
brought in almost in extremis . These facts must 
be borne in mind when we appeal to statistics to 
prove the superiority of one form of treatment over 
another. 

During the last three years we have had an 
average of eighty-five cases of diphtheria annually 
in the diphtheria wards. 

In the three years 1889, 1890, 1891 (years I 
have selected because they were the years during 
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which I was medical registrar and pathologist at 
the hospital, and saw all the cases myself) there 
were treated annually an average of sixty-five cases, 
but at that time we had not the special accom¬ 
modation for so many cases as we now possess, 
and so the milder cases were often not admitted 
if there was any pressure on the beds which were 
thus occupied by the severer cases, especially those 
which were likely to call for operative treatment. 
I think it important to put you in possession of 
these facts so that you may know what weight you 
will attach to the statistical evidence I shall bring 
before you, and also that I may be able to give my 
own impressions derived from observation apart 
from the statistical evidence which, as we are told, 
may be used to prove anything. 

There seems to be a general consensus of opinion 
that the type of diphtheria which we come across 
at the present time in London is not so severe as 
it used to be, and certainly I have not in the last 
four years seen anything like so many of the severe 
cases of diphtheria in which the patients were 
admitted in a drowsy condition with marked 
glandular swelling, and often with toxic erythemata 
and foul stinking exudate on the fauces, as I did 
fifteen years ago. Such cases do occur from time 
to time, but are by no means as common as they 
used to be at this hospital. In spite of the 
diminished frequency of this severe toxic type, I 
shall have to point out to you that we still have a 
mortality of over 1 o per cent, from diphtheria, and 
this percentage applies exclusively to cases which 
have died from the direct effects of diphtheria and 
does not include deaths from other intercurrent or 
pre-existing diseases unconnected with diphtheria. 

Since the year 1900, when I was placed in 
charge of the diphtheria cases in this hospital, I 
have had 307 cases of genuine diphtheria under 
my care. The diagnosis has in nearly all the cases 
been confirmed, or in some cases made, by the 
recognition of the Klebs-Loeffler bacillus in the 
exudates. In a very large proportion of the cases 
the diagnosis of diphtheria had been made indepen¬ 
dently of the bacteriological report, and in some 
cases the bacteriological report has made certain a 
doubtful diagnosis, but I have not classed a case 
as one of diphtheria when the only evidence in 
favour of this view was to be found in the presence 
of Klebs-Loeffler bacilli in the swabs from the 
throat or where repeated examinations of exudates 
Digitized by 
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failed to reveal any Klebs-Loeffler bacilli. We have | 
had abundant evidence derived from the investiga- I 
tion of cultures made from the throats of children ; 
and of nurses in the infectious wards, as well as in i 
the general wards, that these organisms are often j 
present without the disease we call diphtheria being j 
present. I make a special note of this in order 
that you may see that the cases I am about to j 
refer to are what we should, I think, all agree in I 
calling diphtheria. While speaking of the bacterio¬ 
logical evidence of diphtheria I should like to 
mention that in a certain number of cases we failed 
to find the Klebs-Loeffler bacilli in one culture, 
but in a second culture they were found to be 
present. 

During the time that I have been in charge of 
the diphtheria cases at this hospital I have, as a 
routine treatment, employed antitoxin, employing 
it in all cases whether severe or mild, and whether 
recent or of several days’ duration. Cases in which 
antitoxin has been given merely with the object of 
protecting patients exposed to diphtherial infection 
are not included in the cases dealt with in this i 
paper. 

The antitoxin used in all these cases of diph¬ 
theria was that prepared at the laboratories of the I 
Royal Colleges of Physicians and of Surgeons, and, | 
as I hope to be able to show you, it has given j 
most excellent results. 

The first point to which I shall invite your 
attention is the alteration in the death-rate pro¬ 
duced by, or coinciding with, the use of antitoxin. 
In the three years 1889, 1890, and 1891 I observed 
190 cases of diphtheria, of which 73 proved fatal, 
that is 38 per cent. In the four and a half years, 
1900-1904 there were 307 cases with 32 deaths, a 
mortality of 1075 per cent. This means that the 
mortality was three and a half times as great , 
without as with antitoxin. ! 

We must however, inquire whether there are not j 
some other factors which must be considered j 
before we attribute this marked lowering of the 
mortality to antitoxin alone, and the chief differ¬ 
ence, apart from the use of antitoxin, which has 
been made in treatment has been the substitution 
in the great majority of cases of the operation of 
intubation for that of tracheotomy. Naturally any 
influence of this alteration in treatment will only 
be evident in cases of laryngeal diphtheria. It is, 
unfortunately, not possible to draw any clear 
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inferences as to the influence on the mortality 
which antitoxin treatment produces by a com¬ 
parison of the statistics of our cases before and 
after the introduction of antitoxin by excluding 
those cases calling for operative measures whether 
tracheotomy or intubation, or a combination of the 
two ; for in the earlier days we used to select our 
cases, taking in, as our accommodation was very 
limited, only those cases which appeared to be 
likely to require operative measures, and, in the 
case of epidemics occurring in our general wards, 
such cases as arose there. On account of this I 
have refrained from attempting to compare the 
statistics of non-laryngeal cases before and after 
the introduction of antitoxin ; had I been able to 
do so I could have eliminated the influence of any 
particular form of operation, but at the same time 
I should not have set before you the facts relating 
to diphtheria, but only to a class of diphtheria 
cases, and that one from which the most severe 
and too often fatal cases would have been excluded. 

In the four and a half years 1900-1904 the mor¬ 
tality of all the cases of diphtheria has been :—In 
1900, 9 5 per cent. ; 1901, 11*4 per cent. ; 1902, 
126 per cent.; 1903, 79 per cent.; 1904, 7-1 
per cent. 

During all these years antitoxin has been used 
in all the cases. 

In 1900 the antitoxin was sent out in doses of 
2000 units, but since that date we have received 
it in doses of 3000 units. 

In 1900 63 cases of diphtheria were treated 
with antitoxin with a mortality of 6 cases, i. t. 


9’5 per cent. 

Units. 

1900. 

C ases. 

Recovered. 

Died. 

2,000 

II 

9 

2 

3,000 

6 

6 

O 

4,000 

17 

16 

I 

6,000 

4 

4 

O 

8,000 

13 

12 

I 

9,000 

5 

5 

O 

12,000 

I 

1 

O 

14,000 

I 

1 

O 

15,000 

3 

1 

2 

16,000 

2 

2 

0 


— 

— 

— 


63 

57 

6 


From an analysis of this table it will be seen 
that the fatal cases are not in excess among 
either the cases treated with small or among 
those treated with larger doses of antitoxin. An 
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analysis of the fatal cases shows that 5 out of 
the 6 fatal cases occurred in children under 18 
months of age. 

In 1901 there were 96 cases of diphtheria 
treated with antitoxin, and of these 11 died. 

The dose of antitoxin was 3000, 6000, or 9000 
units. 


1901. 


Units. 

Cases. 

Recovery. 

Death. 

3,000 

55 

49 

6 

6,000 

35 

30 

5 

9,000 

6 

6 

0 


96 

85 

11 


An examination of the ages of the fatal cases 
shows that 6 were under 2 years of age, but at the 
same time all the cases receiving 9000 units were 
over 2 years of age, and all recovered. I do not 
think that any conclusions as to the effect of 
dosage with antitoxin can be drawn from the 
statistics of this year. 

In 1902 I treated 71 cases of diphtheria with 
antitoxin, and of these 9 died. 


Units. 

1902. 

Cases. 

Recovery. 

Death. 

3,000 

27 

24 

3 

6,000 

25 

21 

4 

9,000 

9 

8 

1 

*2,000 

8 

7 

1 

18,000 

1 

1 

0 

24,000 

1 

1 

0 


— 

— 

— 


71 

62 

9 


Of the fatal cases 4 were under 2 years of age. | 
One of these received 3000, two 6000, and one 1 
9000 units of antitoxin. The number of cases 
receiving the larger doses of antitoxin is small, 
but the mortality is very much the same with the ! 
cases receiving the small as with those with larger 
doses of antitoxin. 

It will be seen on comparing the results with 
those obtained in the previous year that the average 
dosage of antitoxin was slightly increased, but that ' 
the mortality was also very slightly increased from 
114 in 1901 to 12*6 in 1902. 

In 1903 I treated 63 cases of diphtheria with 
antitoxin; of these 5 died, a mortality of 7*9 per ; 
cent. In this year I tried the effect of larger 
doses of antitoxin, using in 13 cases 18,000 units, j 
in four 36,000 units, and in one 40,000 units. The 
results are shown in the following table : 


Units. 

1903 - 

Cases. 

Recovery- 

Dcatl 

3,000 

21 

20 

I 

6,000 

4 

4 

O 

9,000 

II 

II 

0 

15,000 

3 

3 

O 

18,000 

13 

10 

3 

27,000 

5 

5 

0 

33,000 

1 

1 

0 

36,000 

4 

4 

0 

40,000 

1 

0 

1 


— 

— 

— 


63 

58 

5 


In this year I tried in the first six months the 
result of the larger doses, and in the second six 
months the smaller doses. There were 42 cases 
treated in the first six months, and of these 4 died : 
of these 3 cases had 18,000 units each and one 
40,000 units. In the second six months there 
were only half the number of cases of diphtheria, 
viz. 21, and of these 1 died. It had received 3,000 
units. The ages of the fatal cases were in 4 of the 
cases under two and in 1 two and a half. If 
j anything is shown by these results, it is the marked 
I influence of age on the mortality, and perhaps that 
the large doses of antitoxin did not secure better 
results than the small or moderate ones. 

In the first half of 1904 I continued to use 
small doses, 3000 and 6000 units, partly because 
it appeared to me that our more severe cases were 
admitted in the early part of each year, and partly 
that I might try the effect of the small doses over 
a longer period. This year we have had very few 
cases of diphtheria—only 14 cases in six months. 
We have had 2 fatal cases, 1 of which occurred in 
a girl ret. 7, who died fourteen hours after admis¬ 
sion, who was intubated and had tracheotomy 
performed, and who was found to have thick 
membrane extending far down into the bronchi. 

1904. 

14 cases. 12 recovered. 2 died. 

3,000 units ... 11 cases ... 2 deaths. 

6,000 „ ... 3 ,, ... o 

These, then, are the results which I have observed 
each year in my wards, and if we combine the re¬ 
sults of the separate years into one table we get 


the following : 

Units. 

Cases. 

Deaths. 

Mortality 

2,000 

11 

2 

18% 

3,000 

120 

12 

IO% 

4,000 

l 7 

I 

58 

6,000 

7 1 

9 

12*7 
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Units. 

Cases. 

Deaths. 

Mortality 

8,000 

13 

I 

77 

9,000 

31 

I 

32 

12,000 

9 

I 

in 

14,000 

I 

O 

0 

15,000 

6 

2 

33 

16,000 

2 

O 

0 

18.OOO 

14 

3 

214 

24,000 

1 

0 

0 

27,000 

5 

0 

0 

33,000 

1 

0 

0 

36.OOO 

4 

0 

0 

40,000 

1 

307 

33 

100 

1075 


Mortality in cases to which 2-6,000 units were given 11 % 
„ „ 8-40,000 „ „ 102% 

An examination of this table shows that the 
number of cases observed is far too small to 
justify any conclusions being drawn from the 
tables alone. It is manifestly misleading to discuss 
percentages where we have only one or two cases 
under consideration, so that I shall only ask you 
to take a general impression from the tables, when 
I think you will see that there is nothing in them 
to favour the employment of large doses of anti¬ 
toxin. A mere appeal to the numbers can never 
take into account one of the most important points 
concerned with the use of antitoxin, and that is 
the virulence of the particular strain of diphtheria 
organisms, and what is equally important, though 
at present more difficult to determine, the resisting 
powers of the individual. The former factor in an 
epidemic may be fairly constant, but the latter 
factor varies immensely, and no statistical tables 
will be ever be able to demonstrate more than 
generalities which hold good for the average run 
of cases. But it would be hardly useful to you 
if I merely occupied your time in discussing the 
fallacies inseparable from an investigation such as 
I have attempted to make of the cases at my 
disposal, but I trust that a few points which I have 
learned may be of use to you in practice. With 
regard to antitoxin— 

(i) I advise its use in every case of diphtheria, 
whether mild or severe. 

(ii) In cases of faucial diphtheria use 3000 units. 

(iii) In cases of nasal diphtheria use 6000 to 9000 
units at once. In laryngeal diphtheria use 6000 
units, and repeat the dose in twenty-four hours if 
the symptoms of obstruction are not diminishing. 

(iv) When the symptoms call for intubation or 


tracheotomy it is advisable to employ the larger 
doses of antitoxin, and I advise 6000 units at 
I once, and a repetition of the dose within the 
! twenty-four hours if there is not a distinct improve¬ 
ment in the patient’s condition. 

(v) In cases of faucial diphtheria if the membrane 
does not show signs of separating after twenty-four 
hours it is advisable to repeat the injection. 

(vi) The injection of antitoxin should be made 
with suitable antiseptic precautions into the sub¬ 
cutaneous tissues of the abdominal wall. 

With regard to the administration of the anti¬ 
toxin, the site of inoculation should be prepared by 
careful washing with an etherial solution of soap, 
after which a compress of 1 in 1000 solution of 
perchloride of mercury should be applied. The 
needle is sterilised by boiling, fixed to the syringe, 
which is then filled with antitoxin, and entered 
obliquely through the pinched-up skin into the 
| connective tissues. The injection should be made 
1 rather slowly, as rapid injection, on account of the 
tension produced, causes severe pain, whereas when 
the injection is made slowly very little pain is ex¬ 
perienced by the children. After the required 
dose has been introduced the seat of puncture is 
sealed with a small disc of cyanide gauze steeped 
in collodion. When the injection is carefully made 
the risks of an abscess subsequently developing at 
the site of puncture are very small. In the 307 
cases I have only had two cases of abscess forma¬ 
tion at the site of injection, and in both of these 
the abscess, though of a fair size, gave the patient 
very little discomfort, and rapidly healed after being 
opened. 

In children I do not advise the use of any local 
anaesthetic, recognising that there is no necessity 
for it, and remembering that any drug such as 
cocaine, which would tend to depress the heart, is 
particularly dangerous in diphtheria. Freezing the 
skin makes the introduction of the needle and 
antitoxin more difficult, and when thawing takes 
place the pain proves to have been postponed and 
not prevented. The site I recommend as the re¬ 
sult of experience. We have tried the skin over 
the shoulder in deference to the wishes of one 
patient, but the results were sufficiently marked, 
in the way of pain and inability to rest when lying 
down, to prevent any other of the adult patients 
asking for any other seat of introduction than the 
I usual abdominal one. 
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I have not tried the effect of rectal administra- | 
tion of antitoxin, though this has been advocated. ! 

I administered antitoxin in two cases by the 
mouth. One of these cases was that of a child 
who had had faucial diphtheria six weeks previously* 
and who developed a nasal discharge. For this I 
gave 3000 units of antitoxin per os, and no im¬ 
provement taking place I repeated this two days 
later, but as there was still no definite improve- j 
ment I gave 9000 units subcutaneously, after which j 
the child recovered. It is interesting in this case ! 
to note that the child who had originally received j 
9000 units subcutaneously had developed an anti- j 
toxin rash before the nasal discharge appeared, and 
that neither the oral nor the second subcutaneous 
administrations of antitoxin were followed by any 
rash. 

In the second case in which I administered 3000 
units by the mouth recovery took place, but there 
was no antitoxin rash. Shortly after this I read an 
account of some experiments on the effect of the 
oral administration of antitoxin in animals which 
determined me not to waste any more antitoxin in 
this way. 

The analysis of the dosage of cases of diphtheria 
has included all cases of diphtheria, but I have j 
also examined those cases in which tracheotomy, 
intubation, or both, have been performed- These 
cases are naturally the laryngeal cases, and are 
severe in a large proportion of the cases, I cannot 1 
say in all, for as I shall have to point out to you 
in comparing the results of tracheotomy and intu- | 
bation, the operation of intubation has often been 
done early. 

Since 1900 tracheotomy has been performed in 
8 cases, 5 recovered and 3 died ; the fatal cases 
had received—two of them 6000 units, the third 
8000 units of antitoxin. The recoveries took 
place in cases which had received 3000, 4000, 
8000, 14,000, and 27,000 units each. Intubation 
has been performed in 45 cases ; 8 cases have 
died and 37 recovered. Of the fatal cases, two 
had 2000 units, two had 3000 units, and three had 
6,000 units, while one had 40,000 units. 

Of the cases which recovered six had 3,000 
units, one 4,000 units, fourteen had 6,000 units, 
five had 9,000 units, four 12,000 units, two had 
15,000 units, and two 18,000 units, while one had 
16,000 and another 36,000 units. 

Tracheotomy and intubation have been per¬ 


formed in 11 cases, of which 7 died and 4 
recovered. Of the fatal cases three had 3,000 
units, one 4,000 units, one 12,000, one 15,000, and 
the other 18,000 units. Of the four cases which 
recovered two had 6,000 units, one 9,000, and the 
fourth 24,000 units of antitoxin. 

Taking the 64 cases operated on, and dividing 
them into cases receiving 6,000 units or under 
on the one hand, and those receiving over 6,000 
units on the other hand, I find— 


Operation cases — 

No. of 
cases. 

Recovery. 

Death. 

Mor¬ 

tality. 

With 6,000 units or under 

.. 38 

• 25 . 

r 

13 

*er cent. 

■ 345 

,, over 6,000 units . 

. 26 

. 21 

5 

192 


— 

— 

— 

— 


64 

46 

18 



This would point to the advisability of adminis¬ 
tering the larger doses of antitoxin to cases requiring 
operation. 

Paralysis .— Diphtheria, as you all know, is some¬ 
times followed by a form of paralysis affecting the 
heart, respiratory muscles, the muscles of the palate, 
larynx, and of the eyes. Of this form I do not 
propose to speak, except with reference to its 
occurrence, prevention, and general treatment. 

Does antitoxin prevent the occurrence of para¬ 
lysis? To this we can certainly answer No. Out 
of the 307 cases of diphtheria I have had seventeen 
cases followed by paralysis, and of these one 
proved fatal. All the others recovered. 

Of the seventeen cases, four had received 3,000 
units, five had had 6,000 units, two had had 8,000 
| units, and two 9000 units, and the dose in the 
: other cases had been 4,000, 12,000, 27,000, and 
; 36,000 units respectively. 

As I have already shown 219 out of the 307 
cases of diphtheria received not more than 6,000 
units of antitoxin,»and of these ten developed para¬ 
lysis. If it is allowable with such small quantities 
to compare the percentage occurrence of paralysis 
; in cases having 6,000 units or less with those 
] having over 6,000 units, we find for the smaller 
j doses a percentage of 4*5, and for the larger doses 
7'8 per cent. We must remember in connection 
with this that the larger doses are given to the 
nasal cases, and these are in my experience much 
more liable to be followed by paralysis than the 
faucial or laryngeal cases, and also that the large 
doses of antitoxin probably save the life of cases 
which would have died, though they may not be 
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able to prevent the occurrence of paralysis. How 
little the paralysis which develops under observa¬ 
tion is to be feared is shown by the very favourable 
results we have had, the only fatal case being from 
uncontrollable vomiting, a mortality of 5 5 per 
cent. 

On classifying the cases of paralysis according to 
the site of the membrane I find that nine were 
faucial (including the tonsils), two were faucial and 
laryngeal, and six were nasal and faucial. 

For several years it has been the rule of this 
hospital that all cases of post-diphtheritic paralysis 
shall be treated in the infectious block, so that I 
have had under my care several cases of paralysis 
which have developed before admission. 

In by far the greater number of these cases the 
diphtheria has not been recognised as such, or 
where recognised has not been treated with anti¬ 
toxin, but this is not true of all the cases, nor is it 
true of the fatal cases, some of which had been 
treated outside with antitoxin. 

There have been sixty cases of post-diphtheritic 
paralysis admitted since 1900, and of these twelve 
have proved fatal, a mortality of 20 per cent. I 
wish especially to call your attention to this high 
mortality, because while on the one hand you 
may read that diphtheritic paralysis is rarely fatal, 
yet on the other hand you may learn one of the 
ways in which its occurrence may be favoured. 
You will note that the complication frequently 
follows an unrecognised attack of diphtheria, and 
therefore one in which no special precautions as to 
rest in bed are taken, and even when the disease 
has been recognised it will be found that sufficient 
rest has not been insisted on after the attack. In 
this relation it is interesting to note that a fairly 
large proportion of the cases occur in the larger 
children, though I think that the liability to para¬ 
lysis is very much less in the case of adults than in 
children, and as I shall point out in speaking of 
treatment there is greater necessity for keeping 
children, especially those under eight years of age, 


I Antitoxin rashes .—The injection of antitoxin is 
| followed in about a thi^d of the cases by the appear¬ 
ance of a rash; this is accompanied in many 
instances by a rise of temperature, and may be 
associated with headache and occasionally with 
; joint pains. The rash in the larger number of 
cases appears during the second week, though 
it may appear within the first three days, or its 
! appearance may be delayed as late as the thirty- 
second or the thirty-ninth day. It is not rare to 
! find an urticarial eruption in the neighbourhood of 
1 the site of injection within the first three days, and 
this may be followed in about ten days by another 
general rash. The commonest form of rash in my 
wards has been an urticarial one, which begins 
near the seat of inoculation, and spreads over the 
! trunk and limbs, and sometimes markedly involves 
the face. The rash may be quite morbilliform, 
scarlatiniform, or may consist of a general erythema. 

I have observed a petechial eruption in two of my 
cases, in both of which recovery took place. The 
average duration of the rash, in whatever form it 
appears, is about three days. 

I have been unable to trace any connection be¬ 
tween the dose of antitoxin employed and the 
occurrence or date of occurrence of the rash. The 
particular “ brew ” of antitoxin does not appear to 
influence the occurrence of rashes, nor does the 
severity of the attack of diphtheria. 

Joint pains .—The injection of antitoxin is some¬ 
times followed by the appearance of pains in the 
larger joints. This was noted in fourteen cases, 
and in one half of these cases followed on the use 
of only 3,000 units. In one case it occurred after 
4,000 units, in two after 6,000 units, in two after 
8,000 units, in one after 15,000 units, and in one 
after 36,000 units. It is very noticeable that no 
fewer than fiVe cases occurred in nurses who 
contracted diphtheria. 

Intubation and tracheotomy .—In speaking about 
the mortality of cases of diphtheria I referred to the 
! results which had followed on the operations of 


at rest after an attack of diphtheria than is the case 
with older children. It has been suggested that 
antitoxin itself may be responsible for the occur¬ 
rence of some cases of paralysis. Of this I must 


say that I have seen no evidence whatever, except 
that some cases recover with paralysis which would, 
as far as one can judge, have died from the diph¬ 


theria had no antitoxin been used. 


intubation and of tracheotomy. Our late Medical 
Superintendent (Mr. Fairbank), who acted as my 
house physician in the diphtheria block in 1902, 
has recently published in the * Lancet ’ (June 20th, 
1903) an interesting and valuable paper on the 
results of intubation in diphtheritic laryngitis, so 
that I do not propose to treat of this subject except 


to give you my general impressions on the matter, 


y genera 
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and these are—that intubation in hospital cases 
where surgical aid is always at hand is a most 
useful procedure, and one the value of which has 
been tremendously enhanced by the employment 
of antitoxin. I have seen the results of intubation 
without the simultaneous use of antitoxin, and 
the same operation with it, and the immense 
superiority of the latter procedure is undoubted. 
The operation should be undertaken early, and 
the sooner the tube can be left out the better. 
When we have to do with cases in private practice 
or in general hospitals where the residents may 
not have had any experience of the operation, 
intubation becomes impracticable, for tubes 
readily become coughed up or not infrequently 
require to be removed, and a nurse cannot re- j 
introduce an intubation tube. Even if the 
practitioner has acquired the art of intubating, ' 
unless he is constantly at hand there is great i 
risk of sudden asphyxia. I mention these facts j 
and impressions because the hospital records 1 
spell plain the advantages of intubation, and 
this might induce you to select this procedure 
without fully recognising the conditions under 
which the operation can be so successfully under¬ 
taken. In 1900 there were 9 intubations with 
2 deaths, and 4 tracheotomies with 1 death- 
In 1901 13 intubations with 5 deaths, and 2 
tracheotomies, with 1 death. In 1902 15 intu¬ 
bations with o deaths, and 1 tracheotomy with 
1 death. In 1903 8 intubations with 1 death, 
and 1 tracheotomy with no death. 

Both tracheotomy and intubation were per- 


formed in 1 

900 on 3 cases with 2 deaths. In 

1901 3 times with 2 deaths. 

In 1902 

on 2 

cases with 1 

death. In 1903 on 

2 cases 

with 1 

death, and in 

1904 on 1 case with 

1 death. 


Grouping all these together I find : 



Cases. Recovery. 

Death. 

Mortality 

Tracheotomy 

8 ... 5 ... 

3 ••• 

37 - 5 % 

Intubation 

■ 45 ••• 37 

8 ... 

* 7-7 % 

Intubation and 
Tracheotomy 

| . 11 ... 4 ... 

7 ••• 

63 - 6 % . 


64 46 

18 

281% 


Those of you who wish to learn more details 
of the operation, and who wish to go more fully 


my house physicians the extremely gratifying 
results following intubation and tracheotomy are 
in a great measure due. 

When I commenced this lecture I ventured to 
call your attention to what I believe to be a very’ 
real danger which has attended the introduction 
of antitoxin, that is “ lest we forget ” the necessity 
for rest, local treatment, and the prevention of 
infection. I cannot help thinking that the occur¬ 
rence of post-diphtheritic paralysis is markedly 
favoured by insufficient care during convalescence, 
though I am equally sure that it is incorrect to 
class it as one of the “ preventable diseases.” As 
I have already pointed out to you, we have had 17 
cases developing while under treatment. These 
cases occurred in children of widely different ages 
the average age being about 4 years. None of 
the nurses developed post-diphtheritic paralysis. 
Children who are unable to take their food well 
are more liable than others to paralysis, but I 
do not think that any precautions can absolutely 
prevent the occurrence of paralysis. 

General treatment .—When a child is recognised 
to be suffering from diphtheria, however mild the 
attack may appear to be, it is essential that the 
child shall be isolated and put to bed, and made 
to preserve the horizontal position. It should not 
be allowed to sit up for any purpose. This horizontal 
position is sometimes at first rather difficult to 
maintain in the case of small children, but it will 
be found that a yoke across the front of the chest 
fastened to a couple of armlets, which are in turn 
fixed by broad tapes to the bed, and which pass 
across the child’s back through the armlets, will 
prevent a child from sitting up, and yet will not 
limit its movements sufficiently to inconvenience it. 
This simple apparatus saves an immense amount of 
anxiety to the nurse, and proves very little irksome 
to the child. Another contrivance which we have 
found very useful in cases of intubation or tracheo¬ 
tomy, or when there is a discharge from the nose, 
with which the child might infect its eyes or other 
parts of its body, consists in the application of a 
loose cardboard cylindrical splint to the elbow, by 
which the child is prevented from flexing the fore¬ 
arm, and so cannot get at its neck, nose, or throat, 
and yet can play with toys. 


into this subject will do well to read Mr. It is my practice to keep a child in the hori- 


Fairbank’s paper, which embodies much of his zontal position for three weeks, after which time I 


experience gained in my wards. To the skill of < let the child have an extra pillow, then two, then 
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a bed rest, then allow the child to sit up on the 
sofa, then to walk in the ward, then in the garden 
reserved for these infectious cases, and finally the 
child is discharged. The average stay of a patient 
in the hospital is about forty days, and I can 
only find one case which developed signs of para¬ 
lysis after being sent home as cured. During 
convalescence a careful watch must be kept on the 
pulse, as well as on any evidence of dilatation of 
the heart. The occurrence of the latter, or of a 
rapid or irregular pulse calls for the strict hori¬ 
zontal position and the administration of cardiac 
stimulants, the most useful of which in this con¬ 
dition I believe to be strychnine administered 
hypodermically. Atropine is also useful, but is 
very apt to give rise to atropinism. As a cardiac 
stimulant for these cases I prefer port to brandy. 

With regard to weakness or irregularity of the 
pulse it will often be observed to be greatest 
during the small hours of the night, at about two 
or three o’clock, an observation which will impress 
on you the necessity of having a nurse at night 
with cases of diphtheria, and of her having in¬ 
structions to administer stimulants at that time if 
necessary. 

Hardly second in importance to the administra¬ 
tion of stimulants is the need for regular feeding, 
with the avoidance of over-feeding. Dilatation of 
the stomach, and most certainly overloading of 
the stomach, are too. often to be observed during 
convalescence from diphtheria. This should be 
avoided by giving small nutritious meals at short 
intervals. Nasal feeding, which may be essential 
in the treatment of a case of post-diphtheritic 
paralysis, is rarely necessary even in cases of intu¬ 
bation. In the case of adults and of bigger children, 
I do not think that there is any need to keep the 
patient in the horizontal position for as long as 
three weeks, and I shorten the period of recum¬ 
bency by one week, provided there are no indica 
tions on the part of the pulse or heart that any 
dilatation is to be feared. Iron and nux vomica 
or iron and cod-liver oil I have found the most 
useful drugs to administer during convalescence. 

With a view of placing patients who may after 
discharge develop paralysis under observation, we 
give to the parent of each child, when the child is 
discharged, a paper stating the early signs of para¬ 
lysis, and requesting the parents to bring the child 
up at once should any such symptoms develop. 


! As I have already mentioned to you, I have only 
had one such case, though you have seen how far 
i from common the condition is. 

Local treatment .—Given antitoxin, rest, food, 
and stimulants, are we justified in neglecting local 
treatment ? This is a question on which a con¬ 
siderable difference of opinion obtains. On the 
one hand there are those who advocate the energetic 
local treatment of the membranous exudate, while 
others are content to allow the separation of mem¬ 
brane to be brought about as the result of the 
reaction of the tissues and the effect of the anti¬ 
toxin introduced from without. 

I do not advocate the forcible removal of mem¬ 
brane unless it be very loose and on the point of 
separating—a condition seen frequently after the 
use of antitoxin. I do not believe it to be good 
practice to apply caustics to the membrane, nor 
am I at all favourably impressed with the result of 
local applications of 1 in 1000 perchloride of 
mercury, though this is often used. I believe that 
in smaller children especially, and in cases where 
diphtheria has supervened on some operation in 
the mouth, such as an operation for cleft palate, 
these cases do badly with local applications of 
perchloride of mercury, while a marked improve¬ 
ment takes place on the employment of a solution 
of salol in alcohol to which some glycerine has 
been added or by the use of chlorine water or 
glycothymolin. I have tried methyl violet with 
striking effect from a chromatic point of view, but 
with little else. I have had no experience of 
papayin, which has the property of aiding in the 
solution by digestion of the membrane. 

As routine treatment, I have each case of diph¬ 
theria syringed every four hours with an alkaline 
solution of borax for the first three days, and then 
the solution is used three times and finally twice a 
day for a fortnight. 

When membrane is long in separating, as I have 
mentioned, I administer a fresh dose of antitoxin 
and at the same time have the throat, if that be 
the affected part, syringed every two hours 
with the alkaline lotion solution. Lately, I 
have been using glycothymolin, which is very 
pleasant and certainly seems useful. Chlorine 
water often cleans up a foul mouth very satisfac¬ 
torily. In cases of nasal diphtheria I use an 
alkaline nasal douche with borax and paint the 
inside of the nostrils with iodoform ointment. 
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Quarantine .—The last point in connection with | 
the treatment of diphtheria to which I propose to 
direct your attention is the question of quarantine 
and the measures to be taken to prevent the 
patient from spreading the disease during and after 
convalescence. 

After an attack of diphtheria I do not allow any 
case to go home until a swab, taken from the j 
throat, has not yielded Klebs-Loeffler bacilli on 
culture. This strict test, however, I have not 
applied all the time, for in the earlier years I did 
not have cultures taken from the throats of all the 
cases before discharge. 

It is very gratifying to be able to record that we 
have not had a single instance of diphtheria being 
conveyed home by a child sent out of our wards. 
Two children admitted with post-diphtheritic 
paralysis have developed a fresh attack of diph¬ 
theria while in the hospital; one of them was 
found on admission to have Klebs-Loeffler bacilli 
in the throat, and thirty-five days later membrane 
appeared in the throat. In the other case, in which 
the diagnosis of post-diphtheritic paralysis was 
more than doubtful, the child developed diphtheria 
on the eighth day after leaving the hospital ; this 
is the only case in which any suspicion of infection 
having been acquired in the hospital has arisen. 
It not infrequently happens that even after six 
weeks, swabs taken from the throat show the 
presence of the Klebs-Loeffler bacilli. Under 
these circumstances I resort to vigorous local 
treatment of the nose and throat. The nose is 
irrigated every two hours with glycothymolin or 
perchloride of mercury (i in rooo) and the throat 
is swabbed with a solution of salol or glycothy¬ 
molin or perchloride of mercury. By taking these 
measures we have been able to send out our cases 
free from Klebs-Loeffler bacilli with the satisfactory 
record I have mentioned. . 

In the last place I should like to advise the use 
of antitoxin, as a prophylactic measure, in cases of 
children exposed to diphtheria. 

By the employment of antitoxin we have made 
use of the results gained by the scientific investiga¬ 
tion of the nature, cause, and products of diph¬ 
theria, and by the application of this preparation 
in conjunction with the use of local remedies and 
with careful nursing, we have been able to place 
a patient under the best conditions to overcome 
the attack of one of his most dangerous foes. The 
use of antitoxin alone, I have endeavoured to show 
you, does not suffice, and valuable as the results 
of scientific research undoubtedly are, yet in the 
treatment of disease the results of careful clinical 
observation and the employment of measures 
justified by experience will ever play a part hardly 
second in importance to the employment of a 
specific antidote. 


A LECTURE ON 

ALBUMINURIA 

AND 

NEURASTHENIA AT PUBERTY. 

Delivered at the Medical Graduates’ College and Polyclinic. 

By G. A. SUTHERLAND, M.D., F.R.C.P., 
Physician to the North-West London Hospital, and to 
Paddington Green Children’s Hospital. 


Gentlemen, —In dealing with disease as it pre¬ 
sents itself in childhood, one meets with many 
disorders of function which it is difficult to classify, 
or give an exact name to. Certain symptoms tend 
to group themselves together in such a way that 
we finally come to have a combined picture in the 
mind’s eye, so that on viewing one or more of 
these symptoms the others are immediately recalled. 
Perhaps it may save some of you both time and 
perplexity if I describe the type of an affection 
which you will not find described in the text¬ 
books, but which is of common occurrence in 
medical work. The advantage of having a typical 
case clearly in one’s mind is that when the sym¬ 
ptoms are looked for they are easily recognised, 
and when they are not looked for they are very 
easily missed. 

I propose, then, to take a type-patient, that is 
to say, one who possesses all the leading symptoms, 
but need hardly say that no. individual ever pos¬ 
sesses all the clinical features described in connec¬ 
tion with the disease from which he is suffering. 
For purposes of convenience I describe the affec¬ 
tion under two headings, first, albuminuria, a lead¬ 
ing symptom, and, secondly, neurasthenia, the 
probable underlying condition. 

Let me try to introduce you to the patient as he 
will be introduced to you in practice. He—or it 
may be she, for both sexes are affected—is usually 
about twelve years old, but may be from nine to 
fourteen years of age. He is at or near the period 
of puberty. His mother states that for some 
w r eeks, or it may be months, he has become dull 
and languid, and disinclined for any exertion. He 
has lost all pleasure in games, which tire him, all 
pleasure in the society of other children, which 
bores him, and all capacity for school work, which 
gives him a headache. The school teacher has 
reported that he cannot keep his attention fixed 
on his work for any length of time. His temper 
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is unstable and variable ; at one time he will be 
genial, at another passionate and irritable under 
trifling provocation. His spirits as a rule are low; j 
he weeps on the slightest contradiction or repri- j 
mand; he takes no pleasure in life; and he is ! 
harassed by a constant anxiety and fear, the nature , 
of which he cannot describe, but which is very 
real to him, and is often visible in the expres¬ 
sion of his face. All the pluck and dare-devilness 
characteristic of his age have gone out of him. 
His mother has also observed that the colour of I 
his face is very variable ; at one time he looks 
pale—“ deathly white ” is her description—at 
another he flushes all over, while frequently the 
chronic colour of the cheeks and forehead is a 
pinkish red. During the day he is drowsy, and 
during the early part of the night he is restless 
and wakeful. His sleep is often broken by dreams, 
by talking, and by walking, and night-terrors have 
so impressed him that he fears the night and the 
dark, and cannot be left alone. What does he 
complain of? Of one thing—that he is tired. 
His feet are tired, his legs are tired, his back is 
tired, and his head is tired. This condition is 
quite as marked when he rises in the morning as 
when he goes to bed at night; in fact, the state of 
exhaustion is often w f orst on rising, and much 
effort is required to get him out of bed. The 
patient then has got into a condition of ill health, 
either of slow development and without recognised 
cause or rapidly after some acute but not neces¬ 
sarily severe illness, or it may be after some shock 
to the nervous system. No wonder that his mother 
is afraid of the existence of some grave disease. 
She will probably inform you that she is a nervous 
woman herself, but that there is no definite con- 
* stitutional disease in either parent. 

Now let us take this boy—this type-boy-and 
examine him ourselves. Given a history like the 
above it is advisable to make the examination in a 
systematic manner, for there are certain objective 
signs which correspond with and confirm the sub¬ 
jective phenomena in the patient’s history. You 
will observe that the boy has a certain anxious 
and timid look, which passes away as acquaintance 
improves. His eyes are bright and rather staring, 
and there can often be observed pigmentation and 
swelling below the eyes. The oedema of the lids 
may be so marked as to suggest renal disease, and 
a trace of oedema may sometimes be found at 


and around the ankles. His pupils are often 
dilated, and they contract and dilate frequently 
under the slightest emotional disturbance. His 
cheeks have a pinkish-red flush, which comes 
and goes readily, and you will observe some¬ 
thing of the same kind on the chin and fore¬ 
head. This chronic blush is apt to be intensified 
under emotional excitement, and from its general 
diffusion over the face is apt to excite comment 
from onlookers, and be a source of annoyance to 
the patient. You will note that, even although 
the day is a warm one, his hands are of a dusky 
red colour and quite cold, from the finger-tips to 
just above the wrists. Press your finger on the 
back of his hand and see how slowly the circulation 
is restored and the colour returns. So pronounced 
is this condition sometimes that it has been regarded 
as “local asphyxia,” dependent on Raynaud’s dis¬ 
ease. But if you raise the patient’s arms above his 
head, the duskiness slowly and completely disap¬ 
pears, to return as regularly when the hands are in 
a dependent position. Mixed up with the duski¬ 
ness are some patches of a bright red colour. A 
corresponding condition of duskiness is present in 
the feet, and the boy says his hands and feet are 
always cold, and he has chilblains in the winter. 
In some patients of this type you will find other skin 
disturbances, namely erythema, urticaria, localised 
and evanescent oedema, and dermatographism. I 
have known cases in which a diffused erythema, 
associated with this affection, led to a diagnosis of 
scarlet fever. But all these skin phenomena, as well 
as the oedema of the ankles and eyes, are suggestive 
of vaso-motor disturbance, as will be seen later. 
Over the abdomen there is often pigmentation, the 
skin being of a yellowish-brown colour. Some¬ 
times this pigmentation is diffused generally on the 
whole of the trunk and extremities, varying in 
degree from time to time, and in rare cases the 
pigmentation is unilateral. Along with this con¬ 
dition of unilateral pigmentation may be mentioned 
a case of unilateral sweating, recorded by Pierre 
Marie, the entire left side of the face being the 
part affected. You will frequently find that these 
patients are the subjects of lateral curvature of the 
spine or flat foot, conditions which are due to the 
muscular and ligamentous weakness which exists. 

The examination of the urinary system is of 
special interest. The amount of urine passed per 
diem is as a rule small, and frequently the greater 
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part is passed during the night, or on waking in the 
morning. In other words, the secretion of urine 
takes place more freely during the night than 
during the day, which is the converse of what 
occurs under normal conditions. Polyuria has 
never been present in any of my cases, but by the 
addition of plain water or barley-water to the diet 
one can easily increase the amount of urine to 
fifty or sixty ounces. In the day urine the specific 
gravity is usually higher than normal, and urates 
or oxalates or phosphates are often present in 
excess. The passage of these substances does not 
seem to be accompanied by any special irritation, 
as shown by the absence of frequency of micturi¬ 
tion, or haematuria, or pain about the bladder. 

If we test for albumen a specimen which has 
been secreted during the night, we shall probably 
find none present, but if we examine one passed 
some hours after rising, we shall probably find both 
albumen and nucleo-albumen. This is a curious 
phenomenon, and one which is at first sight rather 
puzzling. We are dealing with a form of albumin¬ 
uria of which the characteristics are that the urine 
passed in the morning before or immediately after 
rising contains no albumen ; that after the patient 
has been up and going about for some time the next 
specimen passed contains a definite amount of 
albumen; and that the albumen diminishes in 
amount as the day goes on, and is absent or present 
only as a slight trace when he goes to bed. It is a 
condition of albuminuria to which Dr. Pavy gave 
the name of “ cyclic,” which Dr. Stirling termed 
4< postural,” and which the French call “ ortho- 
statique.” Orthostatic is perhaps the best term, 
for it specially emphasizes the leading fact that the 
albuminuria is induced by the adoption of the 
erect posture. For purposes of clearness this 
variety of albuminuria may be described as func¬ 
tional in character, postural in origin, and adoles¬ 
cent as regards the period of life when it most 
frequently occurs. 

I shall discuss the functional character later on. 
Meantime let us consider the question of the pos 
tural origin. If we put this patient to bed and 
keep him lying there for a month, we shall not 
find a trace of albumen in any specimen passed 
during that time. If at the end of that time he 
gets up and walks about, in all probability 
albumen will reappear in his urine within four 
hours. Further, we shall not be able to induce 


albuminuria while the patient is in the recumbent 
posture. He may be stuffed with food of all 
kinds, he may be massaged, he may exercise his 
limbs violently, he may be put on a very limited 
amount of water or on an extra allowance, he 
may be treated in any possible way, but as long 
as he is lying on his back no albumen appears 
in the urine, and there is no method known by 
which under this condition albuminuria can be 
induced. Suppose next you wish to make some 
tests as to the cause of the albuminuria which 
appears after rising. You will read that it is an 
“after breakfast” albuminuria, which means not 
post but propter hoe. Well, get him up at 6 a.m. 
and let him have an hour’s walk before breakfast: 
at the end of that time albumen will be found in 
the urine. Or let him rest until 6 p.m. and then 
rise, the result will be the same. It is not the 
muscular exertion of walking, for if the patient 
stands about for an hour the result will be the 
same. The albuminuria is not connected with 
a “ physiological cycle ” in certain people, for the 
albumen will appear at any hour of the day or 
night at which these patients pass from the 
recumbent posture to the erect. If you wish to 
test it still further you can produce a double 
cycle in the day, by allowing the patient to rise 
for a short time in the morning and again in the 
evening, when the albuminuria will appear on 
each occasion after rising. Two facts then stand 
out in connection with this form of albuminuria, 
first, that you cannot induce it as long as the 
patient is lying down, and secondly, that you 
cannot prevent it if the patient gets up and 
walks about. Sitting up in bed may in some 
cases induce a slight albuminuria, but not nearly 
so marked as after adopting the erect posture. 

The albuminuria in our patient is not of that 
I minimal type which requires the most delicate 
tests. It gives a definite reaction to all tests. 
Tested by Esbach’s albuminometer the maximum 
amount in the day will usually be between i per 
| cent, and *oi per cent., but may be considerably 
greater, and this is passed within three hours 
; of rising. As the day goes on the quantity of 
! albumen diminishes, and in the evening it is 
| gone entirely or only present as a mere trace. 
The amount of albumen varies inversely with the 
amount of urine passed during the albuminuric 
period of the day. In some patients under the 
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frequency with which a movable kidney and 
pulsating abdominal aorta occur in these subjects, 
for days, for reasons which are not thoroughly ! Sometimes the mobile kidney may be discovered 
understood, but are probably connected with the accidentally, there being no symptoms directly 
condition of the central nervous system. referable to it, but in other cases abdominal pain 

This albuminuria is essentially a latent symptom, j more or less severe, is complained of. In fifteen 
and one easily overlooked unless we happen to get ; cases, pain referable to the kidney or kidneys was 
a specimen passed at the proper time. When it is present in ten : (1) in four cases referred to the 
suspected, it is necessary to obtain several right or left hypochondrium; (2) in one case referred 
specimens of the urine, namely one passed on to the umbilical region; (3) in two cases generalised; 
rising, another about an hour after breakfast, and a and (4) in three cases taking the form of acute 
third on going to bed at night. It has been the gastric crises, with vomiting, collapse, etc. The 
experience of most observers that in pure ortho- pain complained of may sometimes be induced by 
static albuminuria, such as we are now considering, making firm pressure with both hands on the kidney, 
there are none of the definite signs of organic renal The onset of pain usually occurs when the patient 
disease. This is a point of very great importance j is up and running about, and relief promptly follows 
and must be examined for in each case before a j rest in the recumbent posture. I have never found 
diagnosis is made. The important signs of renal renal pain develop during a period of recumbency, 
disease which must be excluded are tube casts ' Consider next the alimentary system. The 
(other than hyaline), haematuria, cardio vascular appetite of our patient is described as being 
disease, retinal changes and progressive cachexia, variable, at one time absent, at another ravenous, 
These have been excluded in all of my cases, and and at all times of a fanciful character. He is as a 
have not supervened during the periods the rule a dainty feeder, very decided as to his likes 
patients were under observation. If any one of and dislikes. He is characterised by a liking for 
them were present I should hesitate very much in meat and highly seasoned foods. Specially does 
placing the case in the list of orthostatic albumin- his soul love pickles and vinegar. The condition 
urias. As a matter of clinical experience I think l of his tongue does not indicate any chronic 
you will find that pure orthostatic albuminuria is a disorder of the mucous membrane of the stomach, 
very much more common affection at the period of On percussion of the stomach there is no marked 
puberty than organic renal disease, that it is dilatation to be made out, that is to say, its lower 
characterised by the absence of all signs of organic border is usually above the umbilical level, but on 
disease, and by the presence of many other signs palpation you will observe that a splashing noise is 
suggestive of functional disturbance. very easily produced, although it is more than 

Another feature of interest in our type-patient’s j three hours since he had his last meal. This is a 
case is that a condition of movable kidney is found condition which Professor Clifford Allbutt describes 
to be present, usually affecting the right kidney, in neurasthenic adults as the “ squelchy stomach.” 
and sometimes affecting both kidneys. Out of It is not a common condition in children, and 
forty cases I found that this condition was points to a marked degree of atony of the stomach 
present in fifteen, 37*5 per cent. In five of these wall. You will usually find that this splashing is 
the right kidney alone was movable, and in ten j confined to the stomach and does not affect the in- 
both kidneys were movable The striking feature ! testine. It may be elicited by sharp palpation in 
about this is that while a movable kidney is common : the usual manner or by rolling the patient from side 


ordinary routine of life, albuminuria is present 
every day, while in others it is sometimes absent 


in adult life, it is an extremely rare condition in 
childhood. You will find little or no attention 
paid to it in the text-books, and as regards 
my own experience I have met with it more 
frequently in those cases of neurasthenia than 
in ail the other children who have come under 
my care. Those of you who are familiar with j 
neurasthenia in women must have noticed the 1 


to side. On further abdominal palpation you will 
discover that there is a considerable faecal 
accumulation in the caecum, the sigmoid flexure, or 
along the course of the transverse colon. This is a 
further evidence of the atonic condition found in 


other organs, and is usually a latent sign, for the 
history given is that the bowels act quite regularly. 


This blockage of the large bowel is, I believe, often 

Digitized by Google 



414 The Clinical Journal. ] 


DR. G. A. SUTHERLAND. 


[Oct 12,1904. 


responsible for acute attacks of abdominal pain 
with vomiting, headache, etc., as well as for a con¬ 
dition of chronic toxaemia which still further aggra¬ 
vates the neurasthenia. You are aware that in 
connection with neurasthenia in adults a condition 
of enteroptosis is described, to which all the 
symptoms are ascribed, and while denying this 
etiology, the existence of the physical condition 
both in adults and children cannot be denied. 
Mobility of the kidney, an atonic condition of the 
stomach and colon, and an abnormal mobility of 
the spleen are certainly frequent accompaniments 
of neurasthenia at puberty. 

Turn now to the cardio-vascular system. You 
will observe an unusually large area of cardiac pul¬ 
sation, and on placing the hand over the prsecordia, 
you can feel the heart thumping in a manner which 
at first suggests powerful action. On more careful 
examination it is easy to determine that this is not 
the heaving action of a hypertrophied heart or of 
one struggling against peripheral resistance, but is 
the excited movement of a nervous and atonic 
heart. Dilatation is frequently present, but too 
much stress must not be laid on this, for the size of 
the heart in a child is a very variable thing, and 
the position of the apex beat outside the nipple 
line cannot be regarded as pathological. Still, in 
our type-patient a certain amount of dilatation, 
with incomplete emptying of the ventricles during 
systole, is certainly unusually common, and must 
be regarded as an indication of the atonic condi¬ 
tion of the cardiac muscle which is present. Fur¬ 
ther confirmaton of this is obtained on auscultation. 
There is a definite and constant weakening of the 
first sound at the apex, rendering the two sounds 
of about the same intensity, so that the tick-tack 
character of the foetal heart sounds is suggested. 
This resemblance is increased when tachycardia 
is present, as not infrequently happens. The 
second sound then follow’s closely on the first, and 
being of the same intensity the foetal character 
becomes very marked. As regards the sounds of 
the right heart, they may appear louder by contrast 
with the apical sounds, but I have not been able 
to determine any objective change in the right 
ventricle. Definite signs of endocarditis or peri¬ 
carditis are not associated with this affection. In 


of the cardiac action being powerful. So weak 
and small is the pulse in many cases that if you 
lift the patient’s hand above his head, it will pe- 
come imperceptible. The low tension is a very 
marked feature, and you will specially note this 
condition, and the absence of any sign of arterial 
thickening. Now I have been supposing that we 
are examining our type-boy during the day when 
he is up and going about. But suppose you 
examine his pulse and heart after twenty-four hours* 
rest in bed. You will then find that the cardiac 
action is slower and stronger, that the first sound 
is more marked, and that the pulse is larger, 
is stronger, and of better tension. In other words 
the erect posture induces a weakness of the cardio¬ 
vascular system, which is relieved to a considerable 
extent by the recumbent posture. Some of the 
larger arteries, such as the carotids and the abdo¬ 
minal aorta, show an abnormal degree of pulsation, 
visible and palpable, which is also confirmatory 
of a low arterial tension. The pulsation of the 
abdominal aorta may be so marked as not only to 
attract the notice of the examiner, but also to 
arinoy the patient. The thyroid gland may be 
enlarged with strongly pulsating vessels. 

You have already heard in the history of our 
patient’s illness a good many symptoms affecting 
the nervous system. He has suffered from a loss 
of self-control, from inability to concentrate his 
attention, from loss of memory, from groundless 
fears and anxieties, and from nervous exhaustion 
generally. What seems to be the root of all these 
symptoms is a morbidly active self-consciousness. 
This condition is often visible in the anxious, 
worried, depressed look of the patient, which clearly 
indicates the amount of mental suffering endured, 
for it is frequently as well marked in the absence 
of any complaint of physical discomfort or pain. 
Those patients are subject to tremors or twitchings 
of the face or extremities, and sometimes there is 
a general restlessness present, very similar to that 
, seen in chorea. Another common symptom is 
asthenopia. Many of these children suffer from 
I errors of refraction, as do all other children, which 
! can be cured by the use of suitable glasses. 
My colleague, Mr. Arnold Lawson, has treated a 
number of my cases for this trouble with marked 


contrast to the excited action of the heart, we find 
the pulse to be small, weak, and compressible, a 
condition which at once disproves the possibility 


benefit. But in a considerable proportion of the 
cases there are no refractive errors, or the adoption 


of suitable glasses does not relieve the weariness of 
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the eyes and the headache which supervene after 
an ordinary amount of reading. The only explana¬ 
tion of such cases seems to be that they are due 
to nervous asthenopia. Pains of various kinds are 
often referred to the limbs, the back, or the head, 
and are frequently described as rheumatic and 
treated with salicylates without benefit. While 
some of them are real and possibly toxic in origin, 
I believe that as a rule they do not depend so 
much on the intensity of the peripheral stimulus 
as on the increased nervous sensibility. One pain¬ 
ful area, as described by a large majority of these 
patients, is situated on the left side of the chest, 
between the praecordial and the splenic areas. I 
mention it because of the frequency of its occur¬ 
rence, but whether it is a tender area reflexly 
induced by cardiac or stomachic disorder or not I 
am unable to say. Local paralyses, local distur¬ 
bances of sensation, and other functional neuroses 
such as are common in hysteria do not occur with 
any special frequency in this affection. 

(The etiology and pathology were next considered. 
It was pointed out that the various symptoms 
described were very similar to those associated 
with neurasthenia in adult life. The affection 
under consideration was to be regarded as neuras¬ 
thenia at puberty, and the postural albuminuria 
was not, as usually held, an isolated and accidental 
symptom, but one of the many results of imperfect 
nervous control.) 

As regards the treatment of these cases there are 
first of all a few negative points to be considered. 

(1) Do not tell the parents that there is nothing 
to be done, and that the child will outgrow it. 

(2) Do not give iron and arsenic until the 
appetite is in a healthy condition—and then they 
will probably not be required. 

(3) Do not diagnose nephritis from the presence 
of albuminuria, give a bad prognosis, and treat the 
case as one of Bright’s disease. 

(4) Do not tell the parents that the child has 
a weak heart, and must never be contradicted or 
excited in any way. 

(5) Do not imagine that you are going to cure 
your patient in a day with a dose of calomel or 
castor oil. 

I do not of course imagine for a moment that 
any of you would do these things. The above is 
merely a historical retrospect of what some of your 
predecessors in medicine have done. 


The treatment must be both general and local. 
The general part of the treatment consists in free¬ 
ing the patient from worry and anxiety, in securing 
sound sleep and in feeding him wisely and well. 
The chief worries are represented by school life 
and home life. As the mental powers are 
temporarily below par, the ordinary lessons of 
school life are too much of a strain, the attention 
cannot be kept fixed long, and failure and punish¬ 
ment follow. As the result of this the child is kept 
in a constant state of worry and anxiety by day, 
and this even persists during the night, as shown 
by the night-terrors and talking. School life and 
lessons ought to be put an end to for some months 
at least, for there is no such thing as a rapid cure 
for a broken-down nervous system. Very often at 
home the patient is exposed to the give-and-take 
life of a family of boys and girls, and, however 
excellent this may be under ordinary conditions, it 
is too trying to the sensitive nervous system of these 
patients. There are great advantages in a form of 
Weir-Mitchell treatment for acute cases. This 
may be carried out either in a private nursing home 
| or in a hospital. The important features are 
I separation from worrying and anxious relatives, rest 
| in bed, massage, and full diet. After a three weeks’ 

; course of this treatment the patient may be sent to 
the country or to a convalescent home. I know 
nothing more striking in medical'therapeutics than 
' the improvement these children show after a few 
! days’ removal from home and school life to the 
quiet routine of a hospital. Headaches usually 
disappear in a few days, sleep comes without any 
; artificial aids, and the spirits rapidly improve. In 
less severe cases, if there is an aunt available, or 
preferably a placid old grandmother living in the 
country, send the patient there and let him lead a 
quite out-of-door life. If the feeling of tiredness 
on exertion is very marked, or if the muscles and 
ligaments show signs of yielding, rest in the recum¬ 
bent position should be ordered for an hour before 
dinner in the middle of the day, and from twelve 
to fourteen hours’ rest in bed at night. Massage 
will also prove a useful addition to natural exercise. 
When the home surroundings cannot be left 
behind for a time it is desirable to impress on the 
parents the necessity of keeping the child as much 
as possible from every worry and anxiety, without 
engendering hysteria, or treating him as a con¬ 
firmed invalid. 
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The diet must be carefully regulated, but it is not | Modern Methods in Surgery of Paralyses. 
necessary to reduce these children still further by a j By A. H. Tubby, M.S., F.R.C.S., and Robert 
course of beef essences and pulverised milk, which Jones, F.R.C.S.E. (Macmillan & Co.) 


has probably already been the home treatment. 
All stimulants such as tea, coffee, and alcohol 
should be strictly fordidden, as they invariably do | 
harm in such cases. The spicy and seasoned foods, 
which these patients like, such as pickles, sauces, 
and tinned foods, must also be prohibited for a 
time. They should be put on a good mixed diet 
of meat, fish, eggs, vegetables and puddings. One 
or two pints of milk a day may be taken with much 
benefit, but the amount of the diet must be 
regulated carefully in accordance with the state of j 
the appetite. As a rule under proper surroundings , 
and rest to the nervous system the dietetic question | 
presents little difficulty. 

Local measures are called for in certain cases. | 
Any source of peripheral irritation sudi as adenoids, 
carious teeth, errors of refraction, worms, or j 
phimosis should be removed by appropriate treat¬ 
ment. Abdominal massage, with faradism, is 
useful in an atonic condition of the stomach and 
large intestine. A firm abdominal belt is beneficial 
when the pressure of a movable kidney causes 
discomfort. The acute attacks of abdominal pain 
call for local soothing applications, in addition to 
complete rest and low diet, but are usually of short 
duration. 

The employment of drugs in this affection is not 
for the condition of albuminuria, which should be 
left alone, but for the relief and cure of the other 
neurasthenic symptoms. In the case of spvere 
headaches, one can employ small doses of antipyrin 
and phenacetin with benefit, and if quiet sleep 
cannot otherwise be obtained, a full dose of 
bromide of ammonium may be given at bedtime. 
In an attack of acute abdominal pain, opium or 
morphia may be administered. Any prolonged 
use of the numerous nervine sedatives now on the 
market is to be strongly deprecated, as both weaken¬ 
ing the already disturbed nervous system and tend¬ 
ing to induce a drug habit. You will find however 
that a mixture containing nux vomica, bromide 
of ammonium, and cascara or senna, will both 
strengthen and soothe the nervous system, and 
maintain a healthy condition of the stomach and 
bowels—two most important things in the treat¬ 
ment 


This is an excellent little book of some three 
hundred pages, written by two surgeons who have 
had large experience of orthopaedic surgery. 
Section I deals with infantile paralysis. A short 
account of the pathology and symptoms of this 
common disease is followed by detailed directions 
as to the treatment suitable for its different stages 
and varieties. The authors very rightly lay great 
stress upon early treatment of the paralysed muscles 
in order to prevent the deformities which would 
otherwise arise. They urge that prevention of 
deformity is better than its correction, and claim 
that “ by a proper appreciation of the available 
therapeutic and mechanical agencies we need rarely, 
if ever, encounter any paralytic deformity” after an 
attack of infantile paralysis. The necessity of 
shortening, by appropriate splint treatment, the 
elongated paralysed muscles and tendons, is duly 
I insisted upon. That “ contractures must be over¬ 
come before opposing muscles can properly act,” 
and that “ elongated muscles are earliest restored 
i to power by maintaining them in a slackened 
! posture ” are laid down as guiding principles in the 
treatment of these paralyses. Relaxation of the 
over stretched and paralysed muscles, together with 
massage of them and, if necessary, tenotomy of the 
opposing tendons, is the treatment advocated for 
most cases of infantile paralysis in the earlier stages. 
Considerable space is devoted to the subjects of 
tendon transplantation and arthrodesis. Numerous 
methods of transplanting tendons are described in 
detail, and the authors are enthusiastic in their 
belief of the benefits of the operation and the wide 
applicability of it. The principle of utilising a 
muscle of a non-paralysed group of muscles for the 
execution of movements that ought to have been 
performed by another (now paralysed) group of 
I muscles is a good one. But those who are less 
skilful in the performance of these operations or 
have had less experience of them than the authors 
I may perhaps feel doubtful whether the ultimate 
benefit to the patients is usually as great as is 
i claimed. Sections II and III give short but good 
| accounts of infantile spastic paralysis (cerebral 
paralysis of children) and of various paralyses 
| arising from injuries and diseases of nerves and 
some degenerations of the spinal cord. The book 
I is well illustrated by numerous photographs and 
' drawings and many cases from the practice of the 
authors. It can be strongly recommended to all 
! surgeons who wish to be au courant with the latest 
advances of this branch of surgery. 
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